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Executive Summary 

Needs Assessment for Substance Abuse Training reports the resuKs of an extensive process that was 
conducted in the Fail of 1993 and guided by a field-based, representative advisory committee. 

Although the question of priority training needs for workers in British Columbia’s Alcohol and Drug 
Programs (ADP) direct service and funded agencies has been examined several times in the recent 
past, no prior needs assessment systematically surveyed workers in all job categories throughout the 
province. The study's findings were able to confirm and amplify much of v\4iat has been learned from 
previous assessments. 

Results were obtained for administrators, program super\^ors, health care virorkors, counsellors, 
prevention workers, and office support workors/office managers. Respondents completed a 
questionnaire which, among other things, asked them to identify the tasks they performed in the 
domains of assessment, counselling, case management, education, and professional responsibility. 
Priority training needs were determined for each group by identifying those tasks which the majority of 
its members report performing, and then ascertaining the gap between their self-rated current and 
desired levels of periormance on those tasks. 

The project team then examined the knowledge and skill components of those tasks for which at feast 
one group identified a priority training need, and organized those components into educationally 
meaningful topic groupings which can provide a basis for developing or validating training. 

Respondents were a relatively educated group, with about three quarters of them possessing at least a 
college certificate or diploma and 22% having completed at least some post-graduate work. Although 
some respondents were interested in training that would lead to credit tor a certificate, diploma or 
degree, this was not the most attractive feature of potential training for any group. Rather, they were 
primarily concerned that training be accessible, pertinent and credible. 

The report concludes with recommendations, which are given in summary form below: 

1. That no more effort be expended on conducting needs analyses. 

2. That significant resources be committed to coordinated, provincial, in-senrice training courses and 
programs which would be delivered on paid time, near the place of work (perhaps regionally), with 
costs, including employee replacement costs, subsidized by the employer. 

3. That short term training efforts focus on: 

. individual, group, and family counselling skills 

. training in dinical supervision (tor both supervisors and those supervised) 

. ethics and profossional standards 
. methods to facilitate Individual and group learning 
. working wAh multi-needs individuals 

4. That an in-service professional development system be implemented which requires that 
professional development plans be flM annually by individual workers, and then commits funding 
that assists workers to address plans which are compatible with the goals of the organization and 
of the system of care. 

5. That agencies be made accountable for the professional development funding they receive, and 
that they be required to spend a certain proportion of this funding on programs which bring the 
agency's employees together for training. 
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6. That ways ba found to allow tha etnployoat who work together in an agency to have time for 
group profeaaional development aimed at enhancing their ability to work together in treatment 
teams. 

7. That the coordinated, provincial, in-service training strategy include sessions specifically designed 
to allow personnel from several local social service agencies to train together in order to enhance 
all parties' skills in working in multidisciplinary teams. 

8. That creative methods of distance delivery form part of th' . <•, *'ning strategy, but oniy where 
appropriate to the content or objectives. 

9. That an attempt be made to clarify the role of offlce workers and that appropriate training 
consistent with the tasks they are expected to perform be provided for them. 

10. That a system of clinical (practical) supervision, by qualified supervisors, be implemented. 

11. That individuals, organizations, and the system as a whole use the resources identified in Inventory 
of Substance Abuse Training Resources (companion publication to this one) to meet theic.training 
needs. 

12. That a certification system similar to those systems used in education or nursing be implemented. 

13. That the field’s stated need for increased professionalism also be addressed by the Ministry of 
Health encouraging the Ministry of Skille, Training and Labour to fond pre-service certificate, 
diploma and degree programs for people who will work with clients who abuse substances. 
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introduction 



Project Background 



In the summer of 1993, Alcohol and Drug Programs (ADP), British Columbia Ministry of Health, 
working through the Ministry of Skills, Training, and Labour (then the Ministry of Advanced 
Education, Training, and Technology) called for proposals to: 

• develop an inventory of training activities and resources related to substance abuse, and 
. conduct an analysis of priority training needs of alcohol and drug workers. 



A joint proposal submitted by University College of the Fraser Valley and University Collega of 
the Cariboo was funded and the project team listed below started work on both components 
of the project on August 1, 1993. 



Susan Witter 
Margaret Penney 
Inga Thomson 
Gloria Wdfson 
Deborah Block 



Dean of Continuing Education, University College of the Fraser Valley 
M & W Penney and Associates Ltd. 

Extension Coordinator, University College of the Cariboo 

Program Head, Career/Continuing Education, UCFV 

Human Servicos Program, University College of the Fraser Valley 



A Training Advisory Committee selected by ADP and chaired by Juanita Arthur (then Acting 
Area Manager, South Vancouver Island Area, Alcohol and Dmg Programs) guided the project 
team in its work. Its members were: 



Juanita Arthur 
Brian Butcher 
Helen De Groot 
Bill Downie 
CaroLAnn Dwyer 
Reg naming 
Jeanne Harris 
Eiaine Hooper 
Roy Josephson 
Patricia Lund 
Charlotte Malloiy 
Eleanor May 
Sherry Mumford 
Don PotMns 



Project Coordinator/Acting ADP Area Manager, Victoria 

Broadway Clinic, ADP, Vancouver 

Phoenix Transition House, Prince George 

Alcohol and Dmg Programs, Kelowna 

Campbell River Clinic, ADP, Campbell River 

Day/Evening Youth Program, Victoria 

Dual Diagnosis, Greeter Vancouver Mental Health Services 

Nechako Treatment Centre, Prince Georgs 

Maple Cottage Detox Centre, New Westminster 

Aurora Sodety, Vancouver 

Action A&D Counselling Society, Secheit 

School Prevention Services, Vancouver 

Hope Alcohol and Dmg Programs, Hope 

Maple Ridge Treatment Centre, Maple Ridge 



The felloiwlng Post Secondary and Ministry Representatives also assisted the Advisory 
Committee. 



Dennis Anderson Centre for Curriculum Development, Victoria 
Jean Campbell Ministry of Skills, Training and Labour, Victoria 
Dr. Gordon Barnes School of Child & Youth Caro, University of Victoria 
Marilyn McClaren Vancouver Community College, King Edward Campus 
Cindy Bettcher Justice Institute, Vancouver 

This report is the product of the second component of this project. 
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Scope and Limitations of the Study 

This study vms commissioned by Alcohol and Drug Programs (AOP), at that time a branch of 
thvs Ministry of Health. Its responsibilities included 'planning, funding, and coordinating 
programs for the prevention of and treatment for alcohol and drug abuse in British Columbia'. 
ADP was responsible for 'direct services', those centres and services run directly by the 
government whose empioyees were considered pubiic employees as well as for funded 
agencies', those private, not-for-profit agencies that receive operating grants from ADP. 

For the purposes of provision of serviceri ADP divided the province into five geographical 
regions: 

Region 1 - Lower Malneand included Burnaby, Coquitbim, Now Westmirtster, N«th and 
West Vancouver, Vancouver, Richmond and Sechelt. 

Region 2 - Fraser Valley included Abbotsford, Chilliwack, Delta, Hope, Langley, Maple 
Ridge, Mission, Pitt Meadows, Surrey, and White Rock 
Region 3 - Thompson, Okanagar</Kootenays included the area bounded by the 

American border to the south, the Alberta border to the east, just south o[ 
Williams Lake to the north and the Fraser Canyon to the west. 

Region 4 - North included the area from Williams Lake north to the Yukon border, west to 
Prince Rupert, including the Queen Chariotte Islands 
Region 5 - Vancouver Island, Quif Islands and the Central Coast included Vancouver 
island, the Gulf Islands and the Central Coast area. 

Alcohol and drug workers employed by agencies funded by ADP (either direct service or 
funded agency) were considered the target group for data gathering. Agencies funded 
exclusively by the federal National Native Alcohol and Drug Afouse Programs (NNADAP) were 
not included. 

Shortly after the project commenced, changes in the organizationai structure of the Ministry of 
Health were announced. These changes had the effect of dissolving ADP as a separate unit. 
Its employees and its services are to be integrated into other services of the Ministry of Health 
in accordance with new directions being taken by the Ministry. 

Although thsrs is no longer a central agency responsible for implementing the recommenda- 
tions of this study, we hope a mechanism will be found to move forward on these issues. 
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Definitions of Educational Terms 

In any prefect of this sort, torms must ba dsfinad so that tha rasaarchers, tha advisory 

committee, and the readere share a common irama of rafarenca. The glossary balaw was 

developed for the purpose of this project. 

Associate Degree • represents tha cc^pietion of a prescribed two year program of studies 
that leads to an Associate in Arts or an Associate in Science. Can only be granted by 
community or university collages which are accredited in British Columbia. In tha Career- 
Technical areas, the equivalent in terms of achievement is stiil called a diploma although 
there is pressure to grant associate degrees in these areas. 

Bachelors Degree - represents the completion of a four year course of studies (or 120} credits 
at an university or university college. Usually requires completion of a major (30 upper 
level credits) in a given field or two extended minors (usually 15-18 credits each). 

Certificate - a college level program usually requiring the equivalent of 8 months full-time 
attendance at a post secondary institution. Usually expressed as a minimum numbeaof 
credits, normally 30. It may also represent between 300 and 600 hours. This is not to be* 
confused with a Continuing Education (C.E.) or Extension Certificate (see below) w‘ ;ich 
tends to be for programs shorter than 300 hours. 

Certificate of Attendance - usually given for a workshop or short course; simply reflects 
attendance rather than measured performance. 

Certification - is usually used in one of two ways: 

. loosely to refer to a credential from an educational institution OR 
. certification of competency by a process of professiona! validation by one's peers or a 
professional association 

Challenge - a system whereby students who believe that they have already mastered the skills 
and knowledge of a course apply tor 'challenge credlf . Usually, they are required to write 
a challenge exam; they may have to complete assignments as well. 

Citation - a designation used by some British Columbia colleges to recognize programs which 
are longer than 150 hours but shorter than a Certificate. 

Competency Based Education - an approach to instruction in which curriculum is derived 
from an analysis of the job to be performed. Students are evaluated on their mastery of 
these competencies. 

Continuing Education (C.E) or Extension Certificate - usually available for programs which 
are shorter than 300 hours but longer than 150 hours. 

Course - a learning experience, usually representing 30 to 00 hours in the classroom and 
requiring extensive learning outside the classroom and demonstrated mastery of concepts. 
Usually delivered over several weeks or months. 

Credit - a system whereby credits are assigned for units of classroom time. One credit 
usually reflects 15 hours of classroom learning. Credit courses irivariably require that the 
student demonstrate his/her achievement; grades are usually assigned. 
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Dlptoma - a collogs lovei program of 4 - 6 four month samestara, or 1200 - 1800 hours or 60 - 
90 cradits. 

Olatanoa Edueatioti • a format by which a studant takas a course without being in the 

classroom. Inciudes course readings, assignments, may include tela-confarencing, video- 
conferancing, and/or discussions by telephone with tutors. Course packages with a great 
deal of detail are usually included as students work through the material on their own with 
occasional consultation with a tutor. 

Doctoral Degree (Ph.D) • usually requires an additional one to three years of full-time studies 
after completion of a Master’s degree. Will require a comprehensive examination as well 
as a dissertation which consists of original research and is defended before a committee 
of scholars. 

Full-time - refers to a student who takes 600 hours of instruction over an 8 month period. 

Also may refer to a student who takes 60% of what would be a full-time lc»d in that 
program. As well, there are programs which may only be done full-time (l.e. are not 
offered to the part-time studant) and there are students who may be part-time in full time 
programs. 

InservIce - learning activities, undertaken after a job has been assumed, which assist the 
worker to gain greater competency in performing the duties associated with the job. 

Master’s Degree - requires the completion of one to two years of full-time studies (or 30 to 60 
credits) after completion of a Bachelor’s degree. Usually requires a thesis, project, and/or 
comprehensive exam. Studies are generally confined to an area of spectelization. 

Module - usually refers to a segment of a course which can be taken independently. Modules 
can bo either self instructional (designed for direct use by the student in independent 
study) or for use by an instructor as a curriculum guide. 

Non Credit - courses, modules, etc., which are taken by individuals for their personal or 
professional benefit and not usually involving extensive testing or demonstration of 
mastery. Non credit courses may be offered not only by post-secondary institutions but 
also by school boards, private training institutions, and governmental or non-governmental 
organizations. 

Part-time - a student who is usually engaged in activities other than attending dassos and 
usually attends on less than a full-time basis. There may be part-time programs which are 
geared for these students or they may bo part-time students in full-time programs. 

Post Baooalauieafie Dipfoma - usually requires the equivalent of 2 semesters full-tims study 
(or 30 credRs), after completion of a Bachelor's degree, of undergraduate work in an area 
other than the student’s major and/or a more specialized area. 

Preservice - those learning adivities which train individuals to assume new job roles. 

Prior Learning Assessment (PLA) - a system whereby potential students can receive credit 
for learning which has been obtained as the result of experience, self study, volunteer 
work, etc. Usually done on a course matching basis as the result of an extensive process 
of portfolio development where potential students examine their prior learning and career 
goals and match accomplishments with the course objectives tor the course for which they 
wish to receive credit. A faculty assessor in the field then reviews the portfolio to make the 
decision whether or not to grant credit. 
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8 Program • an articulatad set of courses or workshops with a coherent philosophy and learning 

objectives. Usually requires mastery of a set of learning objectives and has an outcome in 
terms of measurable learning. May be credit or non-credit. 

■ Workshop - usually a one to three day concentrated learning experience focusing on 

* experiential learning. 
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Review of Previous Work 



Within Britioh Columbia 

Fonnal Studies 

Coincident with British Columbia’s The Responsibility is Yours (TRY) initiative in 1989, throe 
localized needs assessment studies wore commissioned by the Centre tor Curriculum and 
Professional Development, acting on behalf of the Ministry of Advanced Education and the 
Alcohol and Drug Programs branch, then under the Ministry of Labour. 

UnNeraliy aS VMoria’a Extension Department (reported by Alexander, 1989) conducted a 
two-day invitational seminar at Dunsmuir Lodge, including expert panel discussions, small 
group force-field analysis, and tele-conferencing. Unfortunately, it appears that only about half 
the participants were actual practitioners. The remainder were govommerit o^ials and 
■experts' whose input may have strongly influenced the results. Findings indicated needs in 
the following areas: 

Content pharmacology; chemical dependency theories; research findings; new treatment - 
models/strategies; special needs groups; ethical and legal standards; prevention models; 
adult development; family dynamics; health and wellness models; alternative models; 

spiritual issues. 

Skills: counselling; communication; assessment interviews; community mobilization skills; 

intervention; prevention; marketing/promotion. 

The attendee also made suggestions regarding the process and delivery of potential training. 
Preferences were for practical and ■longer' sessions: coaching with feedback; open learning; 
medtated learning; an integration of theoretical and practical learning; and both pre-service 
and in-senrice opportunities. 

Key recommendations were for 

. cost-effective, regionalized training; 

. quality control on materials and training programs; 

. standard criteria for accreditation; 

. multiple delivefy systems; and 
. increased funding. 

Vancouver Community College (reported by Kroeker, 1989) conducted two maU surveys, one 
on distance eduaition as a deHvery method and the other on core curriculum. 

For the distanoo education survey, questionnaires were mailed to "nurses and other health 
workers In hospitals, clinics, and care facilities; counsellors working in various alcoh^ and 
drug treatment units; Empires Assistance Programs (EAP); schools; and other social service 
units’ in outlying areas. Details regarding sample selection and response rate were unclear. 

Rndings wore as follows; 

1. Of respondents, 87% wanted distance education. 

2. All suggested topics received high ratings: early identification; assessmer and referral; 
community resources; pharmacology; counselling skills; family and group dynamics; 

prevention; and practicum. ^ ^ 

3. Additional topics suggested by respondents were: elderly clients; youth; natives; and co- 
dependents. _ ^ . ,w 

4. One to two day workshops and programmed self-learning were first choices w drtivery. 

5 Of the respondents, 52% wanted credit offerings; 88% would take non-credit offerings. 

8 Of the respondenU, 70% wanted courses In their home area; 25% were willing to travel. 
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For the core curriculum study, questionnaires were sent to: post-secondary institutions; 
hospitals; Ministry of Health coordinators; Ministry of Labour (AOP); EAP coordinators; private 
hospitals; Native bands; RCMP; and Department of National Defense (DND). In most cases 
these were sent to trainers, not practitioners. Again there was no indication of response rate. 
No course descriptions (just titles) were used on the questionnaire, which could have led to 
confusion on the part of respondents. Findings were: 

1. Top priorities: fundamental concepts; symptom recognition; assessment and referral; and 
treatment resources. 

2. Additional suggestions centred on the needs of special populations. 

3. Workshops were the preferred method of delivery. 



Douglaa Co/fege (reported by Kissner, 1089) conducted a mail survey of 3300 professionals 
and paraprofessionals in health, education, justice, social work, and related fields, with a 20% 
return rate. Respondents were asked how frequently they performed a set of tasks, how 
confident they were in certain tasks, and in which areas they wanted more training. 
Respondents had an average of 12 years experience, and of them worked directly with 
substance abusers. The sample was drawn from a mailing list of persons who had previously 
attended Douglas College courses. 

Rndings were: 

1 . Counselling, referral, and assessment were the respondents’ high incidence tasks. 

2. Respondents vwinted more informationAraining on: counselling; treatment of others 
affected by the abuse; treatment of the substence abusen assessment; teaching about 
substance abuse; prevention/public education; relapse prevention. 

3. In knowledge areas, respondents had greatest confidence in causes of alcoholism, 
biological effects, and causes of abuse of other substances, and less confidence in their 
knowledge about psychological and social correlates of addiction, dependency 
processes, and biological effects of the abuse of other substances. 

4. Respondents expressed most confidence in counselling skills (but less so in group and 
femily counselling), identification of alcohol abuse, and identification of abuse of other 
substances, and less confidence in counseiiing groups associated with substance abuse. 

5. Respondents were ieast conflderrt wcxking with various special groups. 

6. Of respondents, 80% were willing to attend workshops/short courses. 

7. The highest demand topics were: prevention; motivating abusers to seek treatment; 
constructive confrontation; and identHying abusers. 

8. Of respondents, 33% were interested in home study/corrMpondence. 

9. One to two day workshops at the end of the week were preferred. 

10. Most respondents were unsure if they were interested in credit. 

Less formal needs assessments were also done by Malaspina Collego and Fraser Valley 
College at this time. 



A synthesis of these and other studies was done by Spactrum Conaulting (reported by Long, 
1989) in the document Provincial Framework for the Training of Profeasionala and 
Paraprofessionals who work In the area of Substance Abuse. Its purpose was to "develop a 
curriculum framework for the training of professionals and paraprofessionals in the substance 
abuse field within the post-secondary system* (p. 1). The document recommended a 
framework with detailed specification of content and skills organized into Basic, Advanced, and 
Specialized levels. 

This framework was subsequently validated at a three-day seminar facilitated by the Open 
Learning Agency. Participants were program developers from colleges and universities, with 
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some representatives from agencies and private consulting firms. The framework was 
validated, with some changes, and content areas were divided up for subsequent curriculum 
development work with different colieges taking the lead on cMch of the five areas: concepts; 
assessment and referral; issues; treatment; and counselling. This initiative resulted in five 
volumes of curriculum resources (see Inventory of Substance Abuse Training Resources). 

At Forum ’90, a two-day invitational forum sponsored by the Ministry of Labour and Consumer 
Services March 29-3Q, 1990, mandatory pre-service and ongoing in-service training for 
‘professiorrals in the area of substance abuse' was at the top of the list of recommendations. 

In preparation for submitting a 1993 proposal to develop an educational framework for 
addiction senrices in British Columbia and at the request of Regions 1 and 2, the Justice 
IntUMe of B.C. conducted a needs assessment and developed a training plan (reported by 
Bettcher, 1992). With the assistance of an AOP staff-based training advisory committee, the 
author assessed needs of the four major classifications of employees: administrative support; 
detox workere; counsellors; and administrators/program directors. 

In addition to basic clerical skills, the administrative support group was judged to be in nqed 
of: 

. familiarity with basic concepts of substance abuse/addiction. 

. familiarity with the system ^ care. 

. ability to deal with angry/abusive clients. 

. familiarity with basic counselling and crisis intenrention. 

Skills and knowledge items listed for the remaining groups were quite numerous. However, 
some summarization is possible. Both counselors and detax workers needed: 

. familiarity with eultural/soclal differences. 

. ability to deal with specific populations. 

. crisis intervention skills related to suicide and violent clients. 

. ability to deal with dual diagnosis cases, including understanding of mental health 
disorders and relevant medications. 

. various issues related to confidentiality, ethical standards, legal issues, and self cars. 

An additional area of need for defox workers was 'knowiedge about HIV and preventivo 
strategies within detox.' 

Additional areas of need for counselors were: 

. advanced counseilfog skHls. 

. group and family counselling skills. 

. youtit/adoioscant intervention skills. 

. couple counselling skflis. 

. dealing with trauma and post-traumatic stress in relation to substance abuse. 

. teaehing/presentation skills. 

. prevention skills. 

. multicultural awareness and culturally sensitive counseiting. 

. transference/counter transference issues. 

. stress nrutnagement. 

. time management. 

Administrators/program directors shared many of the above needs, including. 

. dealing with trauma and post-traumatic stress. 

. dealing with dual diagnosis cases. 

. prevention skills. 

. multicultural awareness and culturally sensitive programming. 

IG 
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• strost management. 

• time management. 

Additional areas of need for administrators/progrem directors were the following: 

• working with Boards and Board development. 

• preparing grant applications. 

. personnel management. 

• ethical issues and standards. 

Other Sources 

In preparation for submitting an Educational Framework for Alcohol and Drug Programs, 
Spectrum Consulting (reported by Long, 1993) conducted telephone interviews with key 
informants, the results of which touch on the type of training they wouid like to see 
implemented. These results are informal, but comments indicated that the respondents 
favoured short courses/workshops and distance education (home study and correspondence) 
options. Respondents also argued for clinical supervision, a competency-tesed approach, 
financial rewards for attending training, paid leave of absence for training, the use of 
continuing education units as incentives, and the importance of integrating training with - 
certification. 

Another informal source of data comes from the evaluations completed by participants at the 
annual Pacific Institute on Addiction Studies. These were provided in confidence to the 
researcher by Art Steinmahn of the Alcohol • Drug Education Service. Only comments 
regarding suggested topics for future institutes were analyzed. Respondents indicated interest 
in the following topics: new treatment models; special needs groups; alternative models; 
spiritual issues; behavioral effects of drugs; cultural issues; native issues; sexual abuse; and 
FAS/FAE. They were also interested in the following skill areas; counselling; assessment; 
communtcation; community mobilization; prevention; relapse prevention; and working with 
muitipie problem addicts. 



Outside British Columbia 



Studies from outside British Columbia show interesting similarities with the studies discussed 
above. 



Armstrong, Boon, I Whalen (1878) asked twenty-six experts in the field to priorize a list of 12 
'competent* and Indicate whether they should be learned in a formal academic setting or 
on the job. Although the sooalled 'competencies” were not ail stated in true competency 
form, their intont seemed to be clear. The 'competencies' were listed as follows: 



Knowledge: 

. physioiogieal eftacts of drugs 
. befiavioral effects of drugs 
. attitudes of non-abusers towards abusers 
. counsellor's own attitude toward abusers 
. symptoms of use and dependency 
. legal and ethicai standards 
. community resources 



Skills: 

. one-to-one interviewing 
• one-to-one counselling 
. group counselling 
. famiiy inten/iewing 
. family counselling 



Only 'physiological effects of drags', 'attitudes of non-abusers towards abusers', and 'legal 
and ethical standards' received low ratings. The respondents favoured acquiring both 
knowledge and skiils in a formal academic setting rather than on-the-job. 




4 



lu 



Substanc* Abuaa Training Natda Aeaaaamant 



A different approach was adopted by Powoll (1980), who studied one hundred practising 
counsellors. They were monitored and evaluated on a quarterly basis by twenty clinical 
supervisors over a two year period using a standardized rating scale. Results showed that 
over half the counsellors ne^ed training in; 

. assessment skills (including recognizing other behavioral/medica! problems); 

. listening, processing skills; 

. group counselling skills; and 
. femily dynamics and treatment techniques. 

in addition, building of clients’ self-esteem and self-confidence was a identified as a strong 
need. 

PowbH and Thompaon (1985) surveyed one hundred and ten military alcohol and drug abuse 
counsellors and their sixteen civilian clinical supervisors to determine similarities and 
differences in their perceptions of the training needs of the counsellors. Counsellor 
respondents were typically non-degreed, with less than 3 years experience. Their supervisors 
were typioally liconsed psychologists (the majority PhD’s) with an average of 14 years _ 
experience. Both groups agreed that counsellors needed help with assessment skills, 
understanding family issues, and group skills. Supervisors differed from counsellors in also 
seeing a strong need for improvement in affective qualities, basic helping skills, and individual 
counselling skills. 

S/ane'a (1988) survey of six hundred and twenty-six alcohol professionals in western 
Pennsylvania (70% return rate) assessed respondents’ degree of interest in each of eleven 
possible topics. Of these respondents, a majority had received graduate training. Four topics 
were preferred: 

• individual counselling; 

• behavioural assessment and treatment; 

. group counselling; and 

. family evaluation, diagnosis and treatment. 

Favoured formats for training were one-day workshops in university/coHege settings or urban 
convention centres. There was little interest in receiving undergraduate credits for training, but 
graduate credits and CEU’s wore of interest to almost half the respondents. Even rnore 
interest was expressed in training that would enable respondents to meet legal certification 
requirements. 



Conclusions from Previous Studies 

Although R is difficult to draw generalizations from these sources of data which vary from the 
informal to the methodologically sophisticated and which span a period of fifteen years, a few 
themes emerge. 

Counaalling skills are always an area of need. However, it appears that basic skills are not a 
priority need, except perhaps for those who are just beginning their work as drug and alcohol 
counsellors. Advanced skills needed to deal vrith groups, families, and multiple problem 
addicts are in demand. Auatamant and rafmrral skills are always important but now 
counsellors need up-to-date information on how to recognize the effects of new drugs and 
interactions between drugs. Skills in the area of pravanOonlpubllc ^ucathn, Including 
strategies like community mobilization and teaching/presentation skills, are high on the priority 
list. Skills in treating the abuser remain important but traatmant of those affected by the 
abuser are also important. 
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Practitionors soek to ke«p up-to-date on new knowledge. Infonnation about naw drug* and 
their effects on users is always important. Currently, there is a need to understand the many 
speete/ populadona who seek help and their particular special needs, whether these be due 
to age, gender, ethnic background, or mental health. The special needs of First Nations 
persons and spiritual approaches to treatment appear to be a necessary part of the knowledge 
base. There is also a need to keep current with community raaourcat. 

The need to constantly keep abreast of legal and ethical laauea, and to re-examine one's own 
attitudes towards abusers was also identified. Ongoing attention to the counsellor’s aalf-care 
is critical as well. 

Regarding the method of delivery of training, there is substantial agreement that dlatance 
aduoadon/coneapondenGe/homa atudy Is needed to enhance practitioner's access to 
learning opportunities. Short eouraaa and workahopa continue to be an identified fevourite 
mode of delivery. There is also a desire for some form of auperviaed aldlla praedea (either 
coaching with feedback or clinical supervision). 

Tables 1 and 2 summarize the findings of the previous needs analyses consulted for tlre-v 
purposes of this study. Because these previous analyses were conducted by many different ' 
agencies over a fifteen-year span, with no consistency in format or rigour, these summaries 
can only be rough at best. However, they serve as a useful reminder that field personnel have 
been surveyed regarding their preferred specific content and skill topics for training many 
times in the past, and that relatively consistent themes have been expressed. 
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Table 1: Content areas for training Identified by pravioua needs assessments 



Content Area 


UVk: 


Dougin 

1060 


vcc 

1060 


1003 


PaeJntt 

00.02.03 


PoviMl 

1060 


Anmtrong 

1078 


Biww 

1065 


UghtfooC jj 
10U 


Chemical dependency theories 
• Adult development 

. Psychological and sock.! 
correlates of addiction 


y 

y 


v' 




y 












Community resources 














t/ 






Ethical and legal standards 


v' 






v/ 












Mental health disorders and reisvant 
1 medications 




















Personal attitudes toward abusers 




















Pharmacology 

• Symptoms/ behavioural effects of 
drugs 


v/ 


V 


v/ 




y 








- ^ 


1 Prevention models 




V 
















1 Research findings 


V 


















2 Self care 




















Special needs groups 

• Multicultural, irtcluding First 
Nations 

< Sexual abuse 
. HIV and AIDS 
1 . FASFAE 


v' 




y 


v' 

y 

y 


v/ 

✓ 










Treatment models/strategies 
. Family and group dynamics 

• Health and wellness models 
. Constructiva confrontation 

• Alternative models 
. Spiritual issues 

. Treatment of others affected by 
the abuse 

. Motivating abusers to seek 
treatment 

. Transfarence/countertransference 

issues 


V 

y 

y 

y 


✓ 

✓ 




y 


✓ 


✓ 
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TabI* 2: Skill ar»aa for training Idantiflad by pravioua naada aaaaaamanta 



1 


UVio 

1960 


Douglm 

I960 


vcc 

1960 


ji 

1903 


PacJntt 

90.92,93 


1060 


ArmtlroQg 

1973 


196S 


Ughdocrtll 

1966 


j Administrative skills 
. Working with Boards 
. Financial management 
• Personnel management 








y 

y 

y 

y 












Assessment skills 


t/ 




y 






y 




y 


y 


Communication skills 












y 








Counselling skills 

. Family and group counselling 

• Working with street users 

. Working with multiple-problem 
addicts/dual diagnosis 

. Working with prescription dmg 
users 

1 • Working with adolescents 

1 . Working with spouses/children of 
abusers (codependents) 

. Working with angry/abusive 
clients 

• Working with clients with trauma 
and post traumatic stress 

1 . Working with clients with HIV and 

1 AIDS 

• Vocational planning arid 
placement 


y 


y 

y 

y 

y 

y 

y 

y 


y 

y 

y 


y 

y 

y 

y 

y 

y 

y 

y 


y 

y 


y 

y 


y 

y 


y 

y 

y 




Crisis intervention skills 








y 












Presentation skills 








y 












1 Prevention/public education 
. Marketing/promotion 
. Community mobilization 


y 

y 

y 


y 




y 


y 










Referral 




y 


y 




V 











Relapse prevention 




y 






V 




, 
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Methodology for Current Needs Assessment 
Key Questions 

At the first meeting of the project’s Training Advisory Committee, committee members 
generated the key questions that were used to guide the needs assessment’s strategic 
design. 

The following questions emerged as most crucial (not in order of priority): 

1. What is the basic minimum requirement to work in each setting? 

2. What is the current level of qualifications of workers in the system of care? 

3. What are the gaps between current level and desired level, as per role delineation study? 
(see below) 

4. What are the topic areas of training needed, including areas of specialization? 

5. What is the favoured mode of deliveiy? 

6. How can we validate previous experience? 

7. What are the incentives in the system for people to upgrade skills and knowledge? 

Question 6 was judged to be outside the scope of this needs assessment. The remaining 
questions were used as guides in designing the needs assessment strategy. (Although 
question 6 could not be answered as part of this study, the issue was kept in mind as data* 
gathering proceeded.) 



Data Gathering Methods 

The project team developed the needs assessment strategy, which the committee endorsed. 

A 1991 Columbia Assessment Services, Ine. Rola Delineation Study for Alcohol and 0»ier Drug 
Abuse Counsellors was accepted as a starting point for the needs analysis. (As preparation 
for creating national certification examinations, this American national study defined the tasks 
performed by drug and alcohol counsellors.) The study’s job analysis consisted of a DACUM- 
style brainstorming approach, followed by a national mail survey for validation. The resulting 
profile consists of five performance domains with individual tasks identified for each. The five 
domains are: assessment (11 tasks); counselling (15 tasks); case management (15 tasks); 
education (4 tasks); and professional responsibility (10 tasks). Each task is further broken 
down into needed ’’knowledges'’ and •skHls". 

The advisory committee reviewed the role delineation study to determine If any of the task 
dwcriptlons should be added, deieted, or modified to adapt the framework to the BriUsh 
Columbia situation. The revisod role delineation framevAjrk was then used as the basis for a 
questionnaire, which consisted of three sections. 

Part 1 comprised demographic questions such as typo of work, primary sotting of work (e.g., 
detox, outpatient), special populations vrorked with, educational level, credentials, and years of 

experience. 

Part 2 listed the tasks from ths validated role delineation study and asked respondents to 
respond to each task in four different ways: 

. Indicate whether or not the task is a requirement for their particular job. If rt Is not a part of 
their job, they could choose not applicable (n/a). They could then choose not to respond 

further to that particular task. , u. u 

• Rat 9 thoir curront lavri of ability on tho task, 1 being low and 5 being nigh. 

, Indicate their desired level of ability on the task, 1 being low and 5 being high. 
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. In the last column, indicate whether they feel they could improve most in this task by on 
the job experience, or forma) training; they could also choose no need to improve. 

. In addition, if a task which is an important part of their job is not included, they could add 
and rate it in the space provided. 

Part 3 asked a number of questions about motivation for taking training and concluded with 
an open-ended question inviting general input. 

The questionnaire (see Appendix A) vwis mailed to a sample of British Columbia drug and 
alcohol workers. A stratified random sample was dravm from employee lists provided by 
Juanita Arthur, then Acting Manager of ADP Region 5 and Chair of the Training Advisory 
Committee. Care was taken to ensure that the sample was representative of all regions of the 
province. 

A focus group was held to gain supervisors' perspectives on Key Question 1 . Since most of 
the members of the Training Advisory Committee were supervisors or could take a supervisor's 
point of view, they were invited to take part in the focus group which w«s hold during the 
committee's second meeting, on October 28, 1993. External facilitators Adrienne Burk and 
Andrea Kastner summarized the proceedings and results (sea Appendix D). - .. 

Data from the questionnaire was analyzed and synthesized with data from the focus group. 



The ADP Population and the Sample for the Questionnaire 

Employee lists were provided by ADP for both direct service and funded agencies. Job titles 
wore used to categorize employees for the purpose of the study. Where the appropriate 
category was in doubt, ADP recommended the final categorization, it was not always possible 
to differentiate between administrators and supervisors, so these categories were combined for 
sampling purposes only. The numbers of workers in each category in each region are shown 
in Table 3 below. 

Table 3: Distribution of ADP direct service and funded agency workers by region 



Category 


Region 

1 


Region 

2 


Region 

3 


Region 

4 


Region 

5 


Total all 
regions 


%ofthe I 
populatkm [ 


Admin/Supervisors 


54 


30 


25 


18 


46 


175 


14.71 1 


Health Care 
Workers 


86 


15 


20 


6 


26 


153 


12.86 1 


Counsellors 


146 


101 


84 


63 


80 


476 


40.00 1 


Proventton Workers 


5 


7 


5 


10 


12 


39 


3.28 1 


Office Support/ 
Managers 


58 


46 


47 


33 


44 


228 


19.16 8 


Nurses 


35 


20 


11 


5 


9 


80 


6.72 


1 Physicians 


0 


0 


1 


0 


10 


11 


0.92 


Other 


10 


9 


3 


0 


6 


28 


2.35 

— 


TOTALS 


396 


228 


196 


13S 


235 


1190 


1 




10 



22 
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From this population a stratified random sample was chosen. Care was taken to cover all 
regions adequately. "Physicians" and "others" were omitted, as their numbers were small. The 
percentage sampled in each category differed according to the size of the category. For 
example, all prevention workers were sampled because the total number is so small. Larger 
groups could be sampled at lower rates v^iie still maintaining confidence in the 
representativeness of the sample. 

Questionnaires were sent directly to each sampled individual, along with an envelope 
addressed to the project team at the University College of the Fraser Valley, ensuring 
confidentiality. A total of 448 questionnaires were distributed. Twenty-three were returned to 
the UCFV as undeiiverabie. The total responses were 149, for an overall (delivered) response 
rats of 35.1%. The percentages of ea.ch category sampled and the response rates from 
delivered questionnaires are shown in Table 4. 

The response rates for all categories (using the categories derived from their job descriptions) 
fall into acceptable ranges, with the exception of "nurses" and "health care workers". The 
employee lists contained many names of nurses and health care workers who worked part- 
time. It is possible that their identification with the system of care might not have been _ 
sufficient to motivate them to respond. Therefore, throughout the report, the reader is advised 
to interpret results for health care vtrarkers with caution. The category of "nurses" presented 
further problems as explained below. 

Table 4: Sampling rates of each Identified category and response ratea by category 



Category 


Total all 
regions 


Percent of 
population 


Number 

sampled 


Percent 

sampled 


Number 

responded 


Response 

rate 

(delivered) 


Admin/Supervisors 


175 


14.71% 


80 


45.7% 


31 


39.7% 


Health Caro 
Workers 


153 


12.86% 


70 


45.7% 


18 


27.3% 


Counsellors 


476 


40.00% 


116 


24.4% 


47 


44.3% 


Prevention Workers 


39 


3.28% 


39 


100% 


15 


38.5% 


Office Support/ 
Managers 


228 


19.16% 


86 


37.7% 


26 


32.9% 


Nurses 


80 


6.72% 


57 


71.3% 


12 


21.4% 



Item number #1 on the queetionnairo asked the respondent to ctassify him^ersetf. 
Unfortunately, the response category "nurse" was not provided in this question. Analysis of the 
data revealed that nurses, as identified by their response to question #5 concerning 
professional designation, were distributed across all the available categories \with the exception 
of "office support/office manager*. Therefore, wo shall be unable to discuss the needs of 
nurses as a separate group. Given the many roios they play in the system of care, that may 
be the most appropriate route. 

In addition, only twelve of the eighteen respondents we categorized as health care virorkors 
categorized themselves that way. In reality, the response rate in this category was much 
lower. Therefore, the results for the category "health care worker* throughout this report must 
be treated with great caution. 

In the analysis and discussion of the results which follows and throughout the remainder of 
this report, the respondents’ self categorization is used. 
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Questionnaire Results: Part 1 - Demographics 

The first part of the questionnaire contained demographic and other descriptive questions. 
These characteristics of the respondent group are presented in question and answer format. 
The percentages across each row may not always sum to 100% due to rounding. 



I 



How do the respondents categorize themselves? 

From a sample of 448 ADP workers, 149 responded (see Figure 1). Over a third of 
respondents categorized themselves as counsellors, with the next largest groups being 
administrators and office workers (both at 13.4%). Since the needs of these sub-groups are 
assumed to be quite different, results will presented primarily by category, only occasionally 
summarized across job categories. 

Figure 1: Respondents' self-categorization by job. 



I 

B 

I 

B 

I 

B 

I 

B 



Office Support/Managers 
13.4% N=20 



Prevention Workers 
10.7% N = 16 



Administrator 




35.6% N=53 



Program Supervisors 
7.4% N=11 



Health Care Workers 
8.1% N = 12 



B 

B 

B 

B 




Where do the respondents work? 

As shown in Table 5 below, administrators are spread across the system. Our sample 
includes a large number of administrators in the "other- category, who may have been working 
in central or regional ADP offices. The program supervisors in our sample cluster in two work 
settings, outpatient services and detox centres. Health care workers are found only in 
residential treatment and detox facilities. Counsellors are spread across the systern, but 66% 
of our sample work in outpatient services. Prevention workers are found primarily in the 
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schools. Fifty percent of the office workers in our sample are found in outpatient services. 
Collapsing across job categories, 41 .8 % of the overall sample were from outpatient/non- 
residential services. 

Table 5: Primary work aetting of each category of respondent 



Category 


Raaldentlal 

Treatment 


Supportiva 

Raoovary 


Out* 

patlant 


Datox 


School 


OHwr 


Administrators 


15% 


20% 


10% 


10% 




45% 


Program Supervisors 






82% 


18% 






Health Care Workers 


17% 






83% 






Counsellors 


27% 


6% 


66% 


8% 


2% 


2% 


Prevention Workers 






19% 




75% 


6% 


Office Workers 


10% 


10% 


50% 




5% 


25% 


Other 


35% 


12% 


24% 


24% 




6%' 


Overall Sample 


15% 


7% 


42% 


15% 


9% 


11% 



Aro they generalists or specialists? 

As shown in Table 6, program supervisors and office workers consider themselves to be 
generalists; respondents in other job categories split roughly two-to-ono, generalist to 
specialist. 

Table 6: Respondents’ self categorization as "generaliat* or "speclallsr 



Category 


“Qenerallata* 


“Speclaliato- 


Administrators 


61% 


39% 


Program Supervisors 


100% 


I 


Health Care Workers 


67% 


33% 1 


Counsellor* 


64% 


34% 1 


Prevention Workers 


60% 


40% 1 


Office Workers 


94% 


6% 1 


Other 


65% 


35% 1 



Although only 41 respondents (27.5% of the total sample) labelled themselves as specialists in 
response to the first part of this question, 51 respondents (34.2%) responded to the second 
part of the question by specifying the special groups they worked with. Amongst those who 
responded to the second part of the question, the most frequently mentioned special groups 
were adolescents (23.5%), and women (19.6 %). These “specialists- were spread across job 
categories. Although 41 .2% of the “specialists" indicated they wore counsellors, only 34% of 
the counsellors indicated they were specialists. 
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What ara their educational qualifications? 

As shown in Table 7, over half the administrators and supervisors ara university educated and 
35% and 36% respectively have post-graduate degrees. All of the administrators have some 
post-secondary education. Health care workers tend to be high school graduates or holders 
of college certificates (1 year of study) or diplomas (2 years of study). The majority of 
counsellors (61%) are university educated, and 23% have post-graduate degrees. An 
additional 23% have college certificates or diplomas. Prevention workers tend to have 
Bachelor level degrees or higher. Office workers tend to be college graduates or have some 
university or college courses. 



Table 7: Reepondente’ highest level of education 



Category 


Laas than 
aehool 


H9gh 

tohool 


Soma 
coHaga or 
unNarsHy 


CoKaga 
oaittflciita 
or diploma 


Baofialora 

dagraa 


Soma 

poal- 

graduata 


Post- 
grad lurt* 
degreo 


Adminittralort 






10% 


35% 


15% 


5% 


35% 


Program Suparvisors 






9% 


27% 


18% 


9% 


36% 


HaaHh Cara Workars 




42% 




33% 


17% 


8% 




Courtsa<lort 


2% 


6% 


9% 


23% 


34% 


4% 


23% 


Pravantlon Workare 




6% 


13% 


19% 


44% 


6% 


13% 


Offlca Wofkam 




25% 


35% 


40% 








Othar 


6% 


10% 


24% 


12% 


12% 


12% 


6% 


1 OvaraMSampto 


1% 


11% 


14% 


28% 


23% 


5% 


17% 



What professional designations do they possess? 

Professional credentials were varied and sparse. Only 62 of 149 respondents answered this 
question. The numbers in each job category were too small to allow for separate 
interpretation. Collapsing across job categories, and bearing in mind that only sbcty-two 
people answered the question, the only discernible trends were: 

« 13 respondents were RNs, spread across all job categories except office worker. 

. 13 respondents wore RPNs, and were either counsellors or administrators. 

. 8 respondents were RSWs, primarily counsellors and prevention workers. 

Possible interpretations of these results might be that professional designations are not always 
necessary to work in this field, or that those with professional designations were non- 
respondents. 



How long have they been working In the drug and alcohol field? 

Table 8 summarizes respondents’ experience in the drug and alcohol field. Unfortunately,^ an 
editing change to the questionnaire which would have defined the second time period as '1 - 2 
years- vw»s inadvertently not implemented in the final draft of the questionnaire. Nonetheless, 
we believe that the data is sufficient to demonstrate a trend. 
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Predictably, administrators and supervisors generally have 6 or more years of experience while 
significant numbers of health care workers (42%) and prevention workers (62%) are fairly new 
to the field, having less than 3 years experience. The significant bulge at the 2-3 year level in 
all categories except administrators and supervisors may be attributable to the creation of 
more jobs in the system by the TRY initiative. 



Table 8: Lervgth of time working In the alcohol and drug field 



1 Category 


Less than 
1 year 


2-3 years 


3-5 ysars 


6-9 yMrs 


10 yMrs 
or mors 


Administrators 




15% 


10% 


15% 


60% 


Program Supervisors 




9% 


18% 


36% 


36% 


Health Care Workers 




42% 


17% 


17% 


25% 


Counsellors 


11% 


32% 


21% 


21% 


15% 


Prevention Workers 


6% 


56% 


19% 


19% 




Office Workers 


5% 


30% 


35% 


20% 


10% 


Other 


12% 


24% 


12% 


29% 


24% 


Overall Sample 


7% 


30% 


20% 


22% 


22% 



What kinds of agencies are :hey working for? 

As shown in Table 9, our respondents were primarily from the funded agency sector (66% 
overall) except for those in the administrator category, which likely reflects the presence of 
administrators in central and regional offlces. 

Table 9: Type of agency for which respondents worked 



Category 


Direct 

Service 


Funded 

Agency 


Funded by 
NNADAP 


Other U 


Administrators 


42% 


42% 




16% 1 


Program Supervisors 


27% 


55% 




9% 


Health Care Workers 


36% 


64% 






Counsellors 


15% 


79% 


2% 


4% 


1 Prevention Workers 




93% 




7% 1 


Office Workers 


21% 


53% 


11% 


16% I 


Other 


21% 


59% 




18% 1 


Overall Sample 


22% 


66% 


2% 


JLl 




16 



27 



SubMtanct Abu»* Training Naada Aaaaaamant 



How are they distributed around the province? 

As can be seen in Table 10, the distribution of the sample by ADP Regions is roughly 
proportionate to that of the ADP population (see Table 3). 



Table 10: Respondents’ distribution by Region 



Category 


Region 

1 


Region 

2 


Region 

3 


Region 

4 


Region 

5 


Administrators 


42% 


16% 


21% 


11% 


11% 


Program Supervisors 


18% 


27% 




27% 


27% 


Health Care Workers 


58% 


8% 


17% 




17% 


Counsellors 


26% 


19% 


26% 


17% 


10% - 


Preventton Workers 


6% 


13% 


25% 


25% 


31% 


Office Workers 


5% 




30% 


25% 


40% 


Other 


25% 


31% 


13% 


19% 


13% 


Overall Sample 


25% 


16% 


22% 


18% 


19% 


% In Overall Population 


33% 


19% 


16% 


12% 


19% 



How do they spend their time? 

The average percentage of time respondents reported spending in various activities is 
presented in Table 11. These percentages were calculated by averaging for each reported 
activity across all the respondents in a given job category. Responses to this question varied 
widely and not all respondents filled in percentages for all categories. Therefore, the 
percentages will not always add to 100, and interpretation should be limited to identf«Ving 
general trends only. 

Not surprisingly, administrators reported spending on average 78% of their time in 
management and agency liaison. Supervisors reported spending 56% of their time on these 
two activities, and a further 20% on prevention work and 1S% in counselling. Health care 
workers rep<^ that they are primarily occupied in counselling, clerical work, and assessment 
and referral. Counsellors reported spending 51% of their time in counselling actrvities and 
prevention workers reported spending 51% of their time on prevention/public education. 
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Tabis 1 1 : Raportad avaraga parcantaga of raspondents’ tlma span! In diffarant activttlaa. 



Activity 


Admin 


Program 

Suporvlaora 


Health Care 
Workers 


Counsellors 


Prevention 

Workers 


Otnce 

Workers 


Other 


Asstsamcnt 
and rafarrai 


4% 


6% 


22% 


14% 


18% 


1% 


10% 


Counsalling 


8% 


19% 


45% 


51% 


16% 


0% 


32% 


Pravantion/ 

public 

aducalion 


6% 


20% 


3% 


12% 


51% 


3% 


11% 


Managamant 


64% 


46% 


1% 


6% 


1% 


10% 


9% 


Clarical/raport- 

writing 


9% 


10% 


29% 


11% 


6% 


58% 


15% 


Agency liaison 
work 


14% 


10% 


2% 


6% 


11% 


3% 


5% 


Othar 


5% 


5% 


6% 


10% 


1% 


8% 


30% 1 
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Questionnaire Results: Part 2 - Tasks and Needs 

In Part 2, the respondents were asked to review the tasks from the role delineation study and 
to respond to each one by answering four questions: 

Is this a requirement of your work? 

What is your current level of ability? (scale: 1 =!ow to 5=high) 

What is your desired level of ability (scale: 1 =low to 5=high) 

What is the best way to improve on this task? 

Results are presented in four sections: tasks required for work; needs by job category; 
common ne^s; and respondents’ identified best ways to improve on these tasks. 



What tasks are required for each type of worker? 

The tasks which 50% or more of the respondents in each job category agreed were required 
for their job are described below for each job category. Included as well is a summary 
description of any tasks for which they rated themselves on sverage 3.3 or lower on the S' 
point scale (1 =low to 5= high) entitled "current level of ability". The task descriptors used in 
this section and throughout the remainder of the report are summaries developed by the 
project team. Full task descriptors and detailed results are found in Appendix B. 



Administrators 

Administrators reported performing few tasks in the Assessment area; they are primarily 
occupied with conducting initial interviews, getting signed releases, and treatment planning. 
They rate their current level of ability highly (3.6 and 4.2 on the 5 point scale) on these tasks. 

Administrators say they perform eleven of the fifteen Counselling tasks, focusing primarily on 
initiating and maintaining the individual counselling process, group therapy, relapse 
prevention, crisis intervention, client education, acknowledging cultural differences, and 
evaluating the success of counselling approaches. They rate their current performance highly 
on most of these tasks, the lowest being "assist client and significant others use feelings to 
improve relationships, self-esteem and feeling recognition" (score=3.3), "provide group therapy 
to promote growth" (score=3.3), and "through case revievra, evaluate and assess counselling 
effectiveness" (score=3.2). It is interesting to note that "provide family therapy to promote 
individual and system growth" is not seen as a requirement of work by administrators or by 
any other job category group. 

This group reports performing nine of the fourteen Case Management tasks, with the ernphasis 
on the referral process, documentation, team consultation, client orientation, and maintaining 
community networks. They score themselves highly on the performance of all these tasks with 
the lovwst self-ratings being for those activities involving team consultation. Once again it is 
interesting to note that neither administrators nor any other category see it as part of their job 
to "assist other treatment team members by providing alternative input on their cases". 

Administrators see client education as their main responsibility in the Education domain, and 
they rate their performance of this task highly. 
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All of ti.e Professional Responsibility tasks are seen by administrators as requirements of their 
jobs. They give themselves the lowest ratings on their current performance in this domain for 
"conduct seif-evaluations of professional performance to enhance seif-awareness and 
performance by identifying strengths and limitations" (score=3.1), "obtain appropriate 
continuing professional education" (sr.ore=3.2), "assess and participate in regular supervision 
and consultation sessions' (score=2.9), and "establish and maintain good relationships with 
civic groups, other professionals, government entities and the community in general to expand 
community resources' (score=3.3). 



Program Supervisors 

Program supervisors report performing seven of the eleven listed Assessment tasks. In 
addition to being occupied with conducting initial interviews, getting signed reieas&s, and 
treatment planning, they also report spending time documenting signs and symptoms, 
assessing the match between client needs and program services, recognizing situations which 
require assistance from outside sources, and documenting ongoing needs to adjust the 
treatment plan. They rate their current performance highly on all these tasks, with the lowest 
being "observe and document abuse/dependence for diagnosis and treatment plan" 

(score=3.3) and "match client with program" (score=3.3). Once again, tasks not considered 
to be part of the job are interesting to note, inciuding "gather and validate client information 
from other sources", a task not seen to be part of the job by respondents in any of the job 
categories. 

This group reports performing thirteen of the fifteen Counselling tasks, omitting only those two 
which are omitted by all job categories, namely 'provide family therapy to promote individual 
and system growth* and "identify group purpose, rules, goals and membership criteria to 
facilitate interaction and communication". Like administrators, they report focusing on initiating 
and maintaining the individual counselling process, group therapy, relapse prevention, crisis 
intervention, client education, acknowledging cultural differences and evaluating the success of 
counselling approaches. In addition, they report spending time on followr-up (Counselling 
tasks 10 and 1 1). They rate their current performance highly on most of these tasks, the lowest 
being "assist client and significant others use feelings to improve relationships, self-esteem and 
feeling recognition" {score=3.1), "provide group therapy to promote growth" (score=3.3), 

•assist 'jlients and significant others establish and maintain new behaviours in order to 
minimize relapse" (score=3.1), "provide appropriate care and follo^A^up" (score=3.1), "assess 
ongoing issues and progress through reviw of goals and accomplishm<mts* (score=3.3), and 
"provide information to client and significant others through written materials and other 
^ucational forums* (score=3.1). 

Program supervisors report performing eleven of the fourteen tasks in the Case Management 
domain. Like administrators, they focus on the referral process, documentation, team 
consultation, client orientation, and maintaining community networks. However, they also 
emphasize referral to self-help groups and 'obtain(ing) evaluation through regular consultation 
with supervisors and peers in order to assess case management techniques". They rate their 
current performance on all of these tasks highly, with the lowest being those involved with 
team consultation (3.1 and 2.9) and assessing case management techniques (score=3.3). 
Once again it is interesting to note that program supervisors, like those in other job categories, 
do not see as part of their job the task "assist other treatment team members by providing 
alternative input on their cases'. 
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Proaram sup«fvisors say they perform all four of the Education tasks, but give themselvw 
relatively low current performance ratings on three of thern: client ^ucat on (score 
family education (score=3.1): and community education (score=3.2). 

All of the Professional Responsibility tasks are seen by this group as part of their i°bs.^h the 

and th, community in g«t«al to »cp.nd commundy 

resources' (score=3.2). 

Health Care Workers’ 

give themselves high ratings for their current performance on these tasks. 

Sotnr.® ^9^*0, izz 

and” t“gh S •"« *““» a1f«tt«on..s (acom-3.1). 

Health oar. wortt«a report p«fomtin9 on^ 

thoso tasks involving tsam consultation (3.3 and 3.1). 

Health care workers see themselves as performing none of the Education tasks. 

. - ^11 -rf fho ProfMftional RasDonsibility tasks, with tho oxcoption of 

Counsellors 

Oounoellora report performing •***^ match between 

conducting Initial Intotvtow., doiMmmid^ ^gna »n ^ ,^tich 

r;l,'”.".^eta",iC™<:i^^^ aSd Ueatmen. planning. They are the .re, group to 



en».n,u«b.l,*n»«l c-Hcn du. I. « l~ «P«~ - dl«»»d prWo-ly. 
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SM as ^rt of their job the task "explain assessment process to client". They give themselves 
high ratings for their current performance of all these tasks, with the lowest mtings being for 
niatch client with program" (score=3.3). Once again, tasks not considered to be part of the 
job are interesting to note, including "gather and validate client information from other 
sources", a task not seen to be part of the job by respondents in any of the job categories. 



This ^oup reports performing eleven of the fifteen Counselling tasks, omitting not only those 
two which are omitted by all job categories ("provide family therapy to promote individual and 
system growth" and "identify group purpose, rules, goals and membership criteria to facilitate 
interaction and communication") but also omitting the two tasks related to follow-up, "provide 
appropriate care and follow-up" and "assess ongoing issues and progress through review of 
goals and accorriplishmonts*. Like administrators and program supervisors, they focus on 
initiating and maintaining the individual counselling process, group therapy, relapse 
prevention, crisis intervention, client education, acknowledging cultural differences and 
evaluating the success of counselling approaches. They rate their current performance highly 
on most of these tasks, the lowest being "provide group therapy to promote growth" 
(score=3.3) and "assist clients and significant others establish and maintain new behaviours in 
order to minimize relapse" (score=3.3). 

Counsellors say they perform twelve of the fourteen Case Management tasks. Uke program ' 
supervisors, they focus on the referral process, documentation, team consultation, client 
orientation, referral to self-help groups, maintaining community networks, and "obtain(ing) 
evaluation through regular consultation with supervisors and peers in order to assess case 
management techniques". They consider it part of their job to "provide information in order to 
ensure adequate funding for services provided". Counsellors rate their current performance on 
all these tasks highly, with the lowest ratings being for "present cases to other treatment team 
members" (score=3.i) and "obtain(ing) evaluation through regular consultation with 
supervisors and peers in order to assess case management techniques" (score=s3.3). Like 
program supervisors - and those in all other job categories - counsellors do not see as part of 
their job the task "assist other treatment team members by providing alternative input on their 
cases". 



Counsellors report performing three of the four Education tasks, omitting "provide relevant 
education to family members and significant others to support the recovery process", but give 
themsoives low current performance ratings on two of them, client education (score=2.8) and 
community education (score»2.9). 

All of the Professional Responsibility tasks were seen by counsellors as part of the job. Their 
lowest current performance ratings were for the tasks "interpret and apply information from 
cun-ent counselling and alcohol and other drug abuse literature" (score 3.3), "develop and use 
a range of options to explore and discuss personal feelings and concerns about clients when 
these concerns may be interfering with the counselling relationship" (score»3.3), "conduct self- 
evaluations of professioruil performance to enhance seif-awareness and performance by 
identifying strengths and limitations" (scores3.0), "obtain appropriate continuing professional 
education" (scorea3.0), "assess and participate in regular supervision and consultation 
sessions" (score=2.8), and "establish and maintain good relationships with civic groups, other 
professionals, government entities and the community in general to expand community 
resources" (score=3.1). They give themselves the lovrest current performance rating of any 
category for self-care, to "develop and use strategies to maintain personal, physical and 
mental health" (scores3.3). 
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Pravantlon Workars 

Prever*'on workers say they perform nine of the eleven Assessment tasks listed. Like program 
supervisors, they are occupt^ with conducting initial interviews, documenting signs and 
symptoms, assessing the match between clients needs and program services, getting signed 
releases, recognizing situations which require assistance from outside sources, and treatment 
planning. Like counsellors, they explain the assessment process to the client. They are the 
first group to see 'develop a written diagnostic summary as the basis for an integrated 
approach to diagnosis and treatment planning" as part of their job. They are the only group 
who include use of standardized assessment instruments as part of their job. They rate their 
current performance on each of these tasks highly, with no scores below 3.4 on the 5-point 
scale. 

This group reports performing twelve of the fifteen Counselling tasks, omitting those two which 
are omitted by all job categories ("provide family therapy to promote individual and system 
growth" and "identify group purpose, rules, goals and membership criteria to facilitate 
interaction and communication"), but also omitting "assist clients and significant others 
establish and maintain new behaviours in order to minimize relapse". They focus on initiating 
and maintaining the individual counselling process, group therapy, crisis intervention, follow-up 
tasks, client education, acknowledging cultural differences and evaluating the success of 
counselling approaches. They give their current performance high ratings on most of these 
tasks, the lowest self-ratings being for 'assist client and significant others use feelings to 
improve relationships, self-esteem and feeling recognition" (score=3.3) and "provide 
appropriate care and follow-up" (score=3.2). 

Prevention workers say they perform ten of the fourteen Case Management tasks. Like 
program supervisors, they focus on the referral process, documentation, team consultation, 
client orientation, referral to seif-help groups, and maintaining community nehworks. They do 
not include among the tasks required by their job the task "obtain evaluation through regular 
consultation with supervisors and peers in order to assess case management techniques". 
They give themselves relatively high current performance ratings on this set of tasks, with the 
lowest ratings being for the two tasks involving team consultation (Task 5=3.0 and Task 6 
=3.1). Like those respondents in other job categories, prevention workers do not see as part 
of their job the task "assist other treatment team members by providing altemative input." 

Prevention workers report performing all four of the tasks in the Education domain, but give 
themselves low current performance ratings on both client education (score=2.8) and family 
education (score=3.2). 

All of the Profbesional Responsibility tasks are seen as part of a prevention vwrker’s job. This 
group gives their lowest current performance self-ratings to the tasks "condurt seif-eyaluations 
of professional performance to enhance self-awareness and performance by identifying 
strengths and weaknesses" (score=3.0), "obtain appropriate continuing professional 
education' (scoro«3.3), and 'assess and participate in regular supervision and consultation 
sessions' (score =2.7). 



Office Workers 

Office support virorkers and office managers indicate that they perform seven of the eleven 
Assessment tasks listed. They report being occupied with conducting initial interviews, 
documenting signs and symptoms, assessing the match between clients needs and program 
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services, getting signed releases, recognizing situations which require assistance from outside 
sources, and treatment planning. Like prevention workers, they see developing a written 
diagnostic summary as part of their job. They give their current performance on these tasks 
high ratings, with the only low score being 3.3 on assessing the match between client need 
and program services. 

This group reports performing eleven of the fifteen Counselling tasks, omitting those two which 
are omitted by all job categories, ('provide family therapy to promote individual and system 
growth' and 'identify group purpose, rules, goals and membership criteria to facilitate 
interaction and communication') and also omitting the two tasks having to do with follow-up. 
They report focusing on initiating and maintaining the individual counselling process, group 
therapy, relapse prevention, crisis intervention, client education, acknowledging cultural 
differences and evaluating the success of counselling approaches. They rate their current 
performance highly on most of these tasks, the lowest being ‘assist client and significant 
others use feelings to improve relationships, self-esteem and feeling recognition' (score»3.3), 
'provide group therapy to promote growth' (score=3.2), and through case reviews, evaluate 
and assess counselling effectiveness' (score=3.2). 

Office workers report performing ten of the fourteen Case Management tasks. Like program -- 
supervisors, they focus on the referral process, documentation, team consultation, client 
orientation, and maintaining community networks. They are the only group to include within 
their job requirements the task 'advocate for client's interests in targeted systems'. They give 
themselves relatively high current performance ratings on all these tasks, with the lowest 
ratings being for 'consult with supervisors and other service provides to assure 
comprehensive, quality care for the clienf (score=3.3) and 'present cases to other treatment 
team members' (score=3.1). Like those in other job categories, they do not see as part of 
their job the task 'assist other treatment team members by providing alternative inpuf. 

Office workers give themselves a high self-rating on their current performance of the one 
Education task they consider part of their job, 'provide relevant education to client to support 
the recovery process'. 

All of the Professional Responsibility tasks are seen by respondents in this job category as 
components of their work. Their lowest self-ratings on current performance are for 'conduct 
self-evaluations of professional performance to enhance self-awareness and performance by 
identifying strengths and limitations' (score=3.2), 'obtain appropriate continuing professional 
education' (score«3.2), 'assess and participate in regular supervision and consultation 
sessions' (score*2.9), and 'establish and maintain good relationships with civic groups, other 
professionals, government entities and the community in general to expand community 
resources' (score=3.2). 



Other 

No results will be reported for this group as it is too heterogeneous in makeup to allow for 
accurate interpretation. 
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What are the training needs for each type of worker? 

Respondents' priority training needs were identified by analysing the difference between a 
group's current performance levei on a given task and their desired performance ievei on that 
task. In this section, identified training needs are those tasks which: 

. are reported as performed by 50% or more of the respondents in a given job category; 

. have a difference of 1.0 or more between that category's respondents' ratings of their 
current performance level and their desired performance levei; and 
. are identified as requiring improvement in performance level by 50% or more of 
respondents in the job category. 

By using this definition, it is assured that training needs" are rooted in the requirements of the 
job and the gap between current and desired level of skill. 

Results are presented by job category in Tables 10 through 14. Only those tasks which 50% 
or more of the respondents in that job category agreed were a requirement of the job and for 
which the difference between desired and current level was 1.0 or greater are shown. - . 

(Difference measures of greater than 1.5 are identified in each table by boldface type and 
asterisks.) A condensed wording for each task has been provided to ease interpretation. For 
the full task descriptors, see Appendices A and C. 

In each job category, a few tasks were identified which did not meet the 50% "reported as 
performed" criteria but did have high Difference measures. These may represent tasks on 
which people want to improve even though the task is not identified as a requirement of the 
job. One interpretation might be that improved performance on these tasks is seen by 
respondents as a path to increased job mobility or enhanced performance in their current 
work. For interest, these "job enhancement/mobility" tasks are listed at the end of each 
section, though they should not be seen as priority training needs. 



Administrator* 

As shown in Table 12, the largest gap between current and desired performance for 
administrators were in the areas of Counselling, Case Management, and Professional 
Responsibility. Within the Counselling area, the needs focused on increased cornpetence in 
individual, family and group therapy. Wrthin Case Management, the highest priority needs 
related to keeping current on community resources for the purpose of referral and on 
conferring other team members regarding treatment. Within Professional Responsibility, 
the key areas were self evaluation and supervisor consultation aimed at personal growth and 
development. 
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Tabl« 12: Administrators’ gaps bstwssn currant and dsslrsd porformanes. 



Task 



who said this 
was a 

rsquirsmsnt of 
thair job 



)iffvrsnca 
batwsan current 
Isval and 
dsairsd level of 
ability 



Domain: AsMMmont 

9. Formulate mutually agreed upon treatment goals, objectives 
artd methods. 

Domain: Ck)un8eSilng 

3. Assist client and significant others use feelings to improve 
relationships, self-esteem and feeling recognition. 

4. Provide unique individual therapy to promote a quality 
recovery process. 

6. Provide group therapy to promote growth. 

8. Assist clients and significant others establish and maintain 
new behavburs in order to minimize relapse. 

12. Provide information to client and significant others through 
written materials and other educational forums. 

13. Acknowledge arxi respect cultural arxi life-style diversities. 

15. Through case reviews, evaluate and assess counselling 

effectiveness. 

Domain: Case Management 

1. Maintain community referral resource information through 
contact with other service providers. 

2. Match community resources with client needs. 

3. Verbally explain to client the necessity for referral. 

4. Maintain client records to prescribed standards. 

5. Consult with supervisors and other sen/ice providers to 
ensure comprehensive, quality care for the client. 

6. Present cases to other treatment team members. 

Domain: Education 

1 . Provide relevant education to client to support the recovery 
process. 

Domain: Profaaalonal Reaponaibility 

3. Interpret and apply Information from current counselling and 
alcohol and other drug abuse literature. 

4. ize the Importance of individual differences by gaining 
know.jdge about factors Influencing client behaviour. 

5. Develop and use a range of options to explore and discuss 
personal feelings and concerns about clients when these 
concerns may be Interfering with the counsellinr ’^lationship. 

6. CorKtuct self^^^luations of professional perform^ ce to 
enhance setf-a'<;varenesa and performance by Identifying 
strengths and limitations. 

7. Obtain appropriate continuing professional education. 

8. Assess and participate in regular supervision and consultation 
sessions. 

9. Develop and use strategies to maintain personal, physical 
and mental health. 

I 10. Establish and maintain good reiationships with civic groups, 
other professionals, government entities and the community 
in general to expand community resources. 



75% 


1.0 


73.7% 


1.79* 


85% 


1.72:* 


60% 


1.71* 


65% 


1.5 


75% 


1.33*^ 


85% 


1.26 


78.9% 


1.46 


85% 


1.5S* 


75% 


1.18 


85% 


1.13 


85% 


1.45 


85% 


1.63* 


77.8% 


1.75* 


75% 


1.24 


85% 


1.24 


85% 


1.06 


85% 


1.29 


78.9% 


1.76* 


85% 


1.56* 


85% 


1.94* 


85% 


1.22 


85% 


1.5 




* Diff»rer>c« of 
greattr than 1 .5 
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Potential "job enhancement/mobility" training for administrators could address the following: 

Assessment Tasks 

2. Gather and validate client information from other sources. 

3. Observe and document abuse/dependence for diagnosis and treatment plans. 

4. Match client with program. 

6. Recognize need for outside assessment expertise. 

Counselling Tasks 

7. Identify group purpose, rules, goals and membership criteria to facilitate interaction and 
communication. 

10. Provide appropriate care and follow-up. 

11. Assess ongoing issues and progress through review of goals and accomplishments. 

Case Management Tasks 

1 1 . Advocate for client’s interests in targeted systems. 

14. Obtain evaluation through regular consultation with supervisors and peers in order to 
assess case management techniques. - 

Education Tasks 

2. Provide relevant education to family members and significant others to support the 
recovery process. 

3. Provide alcohol and drug education to the community in order to raise awareness and 
enhance community support. 

4. Provide drug and alcohol education and information to colleagues and other 
professionals to enhance professional exchange of information ar.i ensure continuum of 
care. 



Program Supervltora 

As shown in Table 13, the highest priority needs for program supervisors were in the areas of 
Counselling, Case Management, Education, and Professional Responsibility. Within the 
Counselling area, the gaps between current and desired performance related to increased 
competence in individual and family therapy. Within Case Management, the highest priority 
needs focused on presenting cases to other team members for consultation on suggested 
treatment. Within Education, the priority was on oirect education of the client. Within 
Professional Responsibility, the key area was supervisor consultation aimed at personal growth 
and development. 

For program supervisors, additional potential "job enhancement/mobirity" training could 
address: 

Assessment Tasks ^ j 

7. Develop written diagnostic summary as basis for integrated approach to diagnosis and 

treatment planning. 

Counselling Tasks 

5. Provide family therapy to promote individual and system growth. 

7. Identify group purpose, rules, goals and membership criteria to facilitate interaction and 

communication. 
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Case Management Tasks 

7. Assist other treatment team members by providing alternative input on their cases. 
1 1 . Advocate for client’s interest in targeted systems. 

Table 13: Program supervisor*’ gap* between current and desired performance 



Task 


FV.’^pond«nts 
who said this 

was a 

requirement of 
their job 


ollference 
between current 
level and 
desired level of 
ability 


Domain: Assessment 

3. Obsen/e and document abuse/dependence from other 


63.6% 


1.1 


sources. 

4. Match client with program. 


72.7% 


1.1 


Domain: Counselling 

3. Assist client and significant others use feelings to improve 


90.0% 


1.64* 


relationships, self-esteem and feeling recognition. 

4. Provide unique individual therapy to pronxjte a quality 


81.8% 


1.60*'" 


recovery process. 

6. Provide group therapy to promote growth. 


81.8% 


1.4 


8. Assist clients and significant others establish and maintain 


81.8% 


1.5 


new behaviours in order to minimize relapse. 
1 0. Provide appropriate care and follow-up. 


54.5% 


1.33 


1 1 . Assess ongoing issues and progress through review of goals 


54.5% 


1.11 


and accomplishments. 

1 2. Provide information to client and significant others through 


81.8% 


1.4*^ 


written materials and other educatiortal forums. 

1 3. Acknowrledge and respect cultural and life-style diversities. 


90.9% 


1.44 


Domain: Case Management 

1 . Maintain community referral resource information through 


90.9% 


1.1 


contact with other sen/ice providers. 

2. Match community resources with client needs. 


72.7% 


1.0 


4. Maintain client records to prescribed standards. 


90.9% 


1.44 


5. Consult with supen/isors arxl other service providers to 


90.9% 


1.4 


assure comprehensive, quality care for the client. 
6. Present cases to other treatment team members. 


81.8% 


1.6* 


1 4. Obtain evaluation through regular consultation with 


63.6% 


1.3 


supervisors and peers in order to assess case management 
techniques. 

Domain: Education 

1. Provid* relevant education to client to support the recovery 


72.7% 


!.91* 


process. 

2. Provid# relevant education to family members and significant 


54.5% 


1.33 


others to support the recovery process. 

3. Pro^e alcofwl and drug education to the community in 


54.5% 


1.25 


order to raise awareness and enhance community support. 
Domain: Professional Rssponsibllity 
1. Demonstrate ethical behaviours by adhering to established 


72.7% 


1.0 


professional code of ethics. 

3. Interpret and apply information from current counselling and 


90.9% 


1.2 


alcohol and other drug abuse literature. 

4. Recognize the importance of individual differences by gaining 


90.9% 


1.0 


knowledge about factors influencing client behaviour. 

5. Develop and use a range of options to explore and discuss 


90.9% 


1.3 


personal feelings arxl concerns about clients when these 
concerns may be interfering with the counselling relationship. 
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I Task 


^Wpond«nti 
whotakHNs 
WM a 

raquiramant of 
tMr iob 


Difisronoa 
bttwcan currant 
laval and 
daairad tavot c4 
iMItty 


1 6. Conduct self-evaluations of professional perfonrrvtncs to 

1 enhance seif-awareness and performance by iaentifying 

1 strengths and limitations. 


90.9% 


1.45 


1 7. Obtain appropriate continuing professional education. 


90.0% 


1.5 


1 8. Assess and partbipste in regular supervision and consultation 

1 sessions. 


90.9% 


1.7* 


1 9. Develop and use strategies to maintain personal, physical 

1 and mental health. 


90.9% 


1.1 


1 10. Establish and maintain good relationships with civic groups, 
1 other professionals, government entities and the comoKinity 

^ in gerveral to expand community resources. 


90.9% 


1.3 

graalar than 1.5 I 



Health Care Workera - 

As sho^ in Table 14, the largest gaps between current and desired pet'k>rmance for health 
care workers were in the areas of Counselling, Case Management, and Professional 
Responsibility. WHhin the Counselling area, the needs focused on increesed competence in 
individual and family therapy and evaluating the quality of the counselling approach chosen. 
Within the Case Management area, the highest priority needs focused on keeping current on 
community resources for the purpose of referral, and conferring with other team members 
regarding treatment. Within Professional Responsibility, the key areas related to self 
evaluation, appropriate continuing education, and supervisor consultation aimed at personal 
growth and development. 

An interesting anomaly appeared for health care workers regarding Task 4 under Case 
Management, 'Maintain client records to prescribed standards'. Although 75% of the health 
care workers said they performed this task, and the average difference between desired and 
current performance levels was 1 .08, 68.7% of the workers said there was no need for 
improvement. This might be interpreted to mean that while most them feel happy with their 
'paperwork skills', a small minority need help with this required part of their job. 

For health care workers, the additional 'job enhancemenViob mobility' training might address: 

Assessment Tas/cs 

3. Observe and document abuse/dependence for diagnosis and treatment plan. 

4. Match dientwilh program. 

6. Recognize need for outside assessment experttee. 

7. Develop written diagnostic summary as basis for integrated approach to diagnosis and 
treatment planning. 

Coumo/Hng Tasks 

5. Provide family therapy to promote individual and system growth. 

6. Provide group therapy to promote growth. 

7. Identify group purpose, rules, goals and membership criteria to facilitate interaction and 
communication. 

8. Assist clients and significant others establish and maintain new behaviours in order to 
minimize relapse. 

10. Provide appropriate care and follow-up. 
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11. Assets ongoing issues and progress through review of goals and accomplishments. 

12. Provids information to client and significant others through written materials and other 
educatkxutl forums. 

15. Through case reviews, evaluate and assess counselling effectiveness. 

Case Managament Tasks 

4. Maintain client records to prescribed standards. 

8. Verbally explain to the client the need for consultation and obtain written consent when 
needed. 

1 1 . Advocate for client’s interests in targeted systems. 

13. Maintain a network of community resources in order to enhance client's treatment. 

14. Obtain evaluation through regular consultation with supenrisors and peers in order to 
assess case management techniques. 

Table 14 : Health Cars Workers' gaps between current and desired performance 



Task 


RMpondentB 
who Mid this 

wm a 

raquiromant of 
lhairjob 


bUIsfonca 
batWMH curant 
leva! and* 
daairad lavil of 
iMIity 


I Domain: Assesamsnt 

9. Formulate mutually agreed upon treatment goals, objectives, 


50.0% 


1.4 


and methods. 

Domain: CounselHng 

3. Assist client arxl signifleant othaie use feelings to improve 


72.7% 


1.67* 


relationships, self-esteem and feeling recognition. 

4. Provide unique individual therapy to promote a quality 


75.0% 


1.8* 


recovery process. 

13. Acknowledge and respect cultural and life-style diversities. 


75.0% 


1.18 


1 5. Through case reviews, evaluate arxl assess counselling 


86.7% 


1.83* 


effectiveness. 

Domain: Cass Management 

1. Maintain community referral resource information through 


75.0% 


1.75* 


contact with other service providers. 

3. Consult with supervisors and other service providers to 


'5.0% 


1.8* 


assure comprshensivo, quality care for the client 
5. Present cases to other treatment team members. 


70.0% 


1.8* 


Domain: Professional Wesponslbllty 
3. Interpret and apply information from current counselling and 


75.0% 


1.09 


alcohol and other drug abuse literature. 

5. Dsvstop and use a range of options to explore and discuss 


75.0% 


1.2 


personal fSalinga and concerns about clients when these 
concerns may be interfering with the counselling 
relationship. 

6. Conduct self-evaluations of professional perfbrrnance to 


70.0% 


1.82* 


enhance setf-awarsness and performance by identifying 
strengths and limitations. 

7. Obtain appropriate continuing professional education. 


75.0% 


1.58* 


6. Assess and participata in regular supervision and 


75.0% 


1.58* 


consultation sessions. 

10. Establish and maintain good relationships with civic groups. 


75.0% 


1.25 


other professionals, government entities and the community 
In general to expand community resources. 




* DHfererweof 
grMSsr than 1 .5 
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CouriMlIora 

As shown in Table 15, th« largest gaps between current and desired perfbnnance for 
counsellors were in the areas of Counselling, Education, and Professional Responsibility. 

Within the Counselling area, the needs focused on increased competence in individuat, family, 
and group therapy. Within the Education area, the highest priority needs related to direct client 
education and community education. Within the Professiona! Responsibility area, the Ley areas 
were self-evaluation and supervisor consultation aimed at personal growth and development. 

For counsellors, the additional potential “job enhancement/job mobility" training could related 
to: 

Counselling Tasks 

5. Provide family therapy to promote Individual and system growth. 

7. Identify group purpose, rules, goals and membership criteria to facilitate interaction and 

communication. 

10. Provide appropriate care and follow-up. 

11 . Assms ongoing issues and progress through review of goals and accomplishmonts. 
Case Management Tasks 

7. Assist other treatment t«im members by providing alternative input on their cases. 

1 1 . Advocate for client's interests in targeted systems. 



Education Tasks 

2. Provide relevant education to family members and significant others to support the 
recovery process. 

Table 15: Counsellore’ gape between eurrant and desired performance 



Task 


RMporKtonti 
who taw 

w«i a 

raquiramantd 

thairiob 


DHVaranca 
batiMMn currant 
lawtl and 
daairad IcMil of 
i^lHy 


Domain: Aeeesement 

3. Observe and document abusa/depandence for diagnosis 


64.7% 


1.0 


and treatment plea 
4. Match client with program. 


64.7% 


1.15 


Domain: CounaeMng 

3. AaaMcManteifd signiflcant Others use feelings to improve 


ao. 0 % 


1.72* 


lelatinnahipi seif esteem ard feeling recognition. 

4. Provide uniqiie individual therapy to promote a quality 


94.3% 


1.59* 


rcccvMy process. 

6. Provide group therapy to promote growth. 

8. AssM clients and signMcant others establish and maintain 


60.4% 

77.4% 


1.99* 

1.45 


new behaviours in order to minimize relapse. 

12. Provide information to client and sIgnifIcarTt others through 


79.2% 


1.24 


written materials and other educational terums. 

13. Acknowledge and respect cultural and life-ttyle diversitiet. 


94.3% 


1.2 


Domain: Case Management 

1. Maintain community referral resources information through 


94.3% 


1.13 


contact with other service providers, 

2. Match community resources with client needs. 


79.2% 


1.05 


4. Maintain client records to prescribed standards. 


94.3% 


1.36 



O 
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I 


^Uipondgnti 

whoMidIhls 

vtm a 

raqUramant of 
thalriob 


wiiiwvi ICO 

botwMn currant 
taval and 
daclrad lavsl of 
iMIlty 


I 5. Consult with supervisors and other service providers to 
I assure compreherrsive, quaiity care for the ciient 


94.3% 


1.14 


1 6. Present cases to other treatment team members. 


85.1% 


1.43 


i 14. Obtain evaluation through regular consultation with 
1 supervisors and peers in order to assess case management 

1 techniques. 

1 Domain: Educatkm 


55.3% 


1.34 


1 1 . Provide relevant education to ciient to support the recovery 

1 process. 


77.4% 




1 3. Provide alcohol and drug education to the community in 

1 order to raise aiwareness arxJ enhartce community support. 


58.8% 


1.6* 


1 4. Provide drug and alcohol education and information to 

1 colleagues and other professionals to enhance professionai 

1 exchange of information and ensure contirwum of care. 

1 Domain: Profeealonai Reaponslbiity 


56.6% 


1.2 


1 3. Interpret and apply information from current counselling and 

1 alcohol and other drug abuse litaraiura. 


92.5% 


1.24 


i 4. Recognize the importance of individual differences by 
B . gaining knowledge about factors influencing ciient 

1 behaviour. 


94.3% 


1.06 


1 5. Develop and use a range of options to explore and discuss 

1 personal feelings and concarrw about clients when these 

1 concerns may be interfering with the counselting 

relationship. 


94.3% 


1.2 


6. Conduct self-avaiuatiorw of professional performance to 
enhance saff-awaranass and performaiKe by identifying 
strengths end waaknassaa. 


85.7% 


1^* 


7. Obtain appropriata continuing profasstonal education. 


94.3% 


1.46 


8. Assess and participate in regular supervision and 
consultation sessions. 


94.3% 




9. Develop and use strategies to maintain personal, physical 
and mental health. 


94.3% 


1.24 


10. Establish and maintain good relationships with civic group^ 
other professionais, government entities and the community 


94.3% 


1.31 


in garieral to expand community retourcea. 




* CHffmr¥:o of 
graiiirlhin 1.5 



Pr*v*ntlon Worfwra 

At thown In TaWa 16, tha largest gaps between current and desired performance for 
prevention workers were in the areas of Counselling, Case Management, Education, and 
Professional Responsibility. Within the Counselling area, the needs focused on increased 
competence in individual and family therapy. Within the Case Management area, the highest 
priority needs focused on conferring with other team members regarding treatment. Within the 
Education area, the highest priority needs related to direct client education and education of 
the family. Within the Professional Responsibility area, the key areas were self-evaluation and 
supervisor consultation aimed at personal growth and development. 
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Th« *p«p«r v^rk" •nomaiy appearad again for prevention workers. Regarding Task 4 uncter 
Case Marwgement CMaintain client records to prescribed standards'), while 68.^ of the 
prevention workers identified this task as required on the job and the average difference 
behween desired and current levels was 1 .5. over half (56.3%) of the workers said there vms no 
need for improvement. Again, this might be interpreted to mean that while most prevention 
workers feel happy with their 'paperwork skills', a small minority need help with this required 
part of their job. 

Additional potential 'job enhancement/job mobility' training could focus on: 

Assessment Tasks 

2. Qather and validate client information from other sources. 

Counselling Tasks 

5. Provide family therapy to promote individual and system growth. 

7. Identify group purpose, rules, goals and membership criteria to facilitate interaction and 
communication. 

8. Assist clients and significant others establish and maintain new behaviours in order tp 
minimize relapse. 

Case Management Tasks 

7. Assist other treatment team members by providing alternative input on their cases. 

1 1 . Advocate for client’s interests in targeted systems. 

14. Obtain evaluation through regular consultation with supervisors and peers in order to 
assess r^se management techniques. 

Table 16: Prevention workers’ gaps between current and desired performance 



1 Task 


RtoporKtanlt 
whotcM tfiit 
w» a 

raquiramant ol 
1hair)ob 


DHIarsgvca 
batoVMn currant 
laval and 
cMrad tevtl o4 


Domain: Assessment 

3. Observe and documerk abute/dependence ter diagrwsis 


81.3% 


1.0 


and treatment plan. 

4. Match client with program. 


81.3% 


1.17 


7. Develop written diagnoftic summary as basis ter integrated 


56.3% 


1.11 


approach to diagnosis and treatment planning. 

Domain: CounssNng 

3. Assist diark and significant others use feelings to improve 


64.3% 


1.75* 


reiailonstiips. selfeeteem and feeling recognition. 

4. Piovids unique Individual therapy to proniote a quality 


68.8% 


1.75* 


recovery process. 

6. Provide group therapy to promote growth. 


50.0% 


1.5 


10. Through case reviews, evaluate and assess counselling 


60.0% 


1.5 


effectiveness. 

1 1 . Assess ongoing issues and progress through rsviewr of 


60.0% 


1.07 


goals arwl accomplishmerts. 

12. Provide information to client and significant others through 


56.3% 


1.0 


written materials and other educational terums. 

13. Ackrx>wledge and respect cuKurai and life-style diversities. 


68.8% 


1.0 


15. Through case rtNiwn, evaluate and assess counselling 


56.3% 


1.0 
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1 Task 


who Mid Ms 
was a 

rsqUrsmsntof 

thsirlob 


Dtffsfsnco 
bstwssn currant 
isvsl and 
dssirad ls¥sl of 


1 Domain: Case Martagement 

C 1 . Maintain comnxinity referral resources information through 


68.8% 


1.09 


1 contact with other service providers. 

1 2. Match community resources with client needs. 


62.5% 


1.36 


5. Consult with supervisors and other service providers to 


68.8% 


1.72* 


assure comprehensive, quality care for the client 
6. Present cases to other treatment team members. 


53.3% 


1.55* 


Domain: Education 

1 . Provide relevant education to client to support the recovery 


62.5% 


1.83* 


proceM. 

2. Provide relevant education to tamiiy members and 


56.3% 


1.5* 


1 significant others to support the recovery process. 

1 3. Provide alcohol and dmg education to the comnxjnity in 


58.3% 


1.27 


1 order to raise awareness tmd enhance community support 






1 Domain: Professional Responsibility 

1 3. Interpret artd apply Information from current counselling and 


68.8% 


1.0 


1 alcohol and other dmg abuse literature. 

1 4. Recognize the importance of individual dHTerettces by 


68.8% 


1.3 


1 gaining knowiedge about factors influerwing client 

1 behaviour. 

5. Develop artd use a range of options to explore and discuss 


68.8% 


1.27 


personal feelings and concerns about clients when these 
cortcems may be interfering with the counselling 
relationship. 

6. CorKiuct self-evaluations of professionai performarwe to 


56.3% 


1.62* 


enhance self-awareness and performance by idemifying 
strengths and weaknesses. 

7. Obtain appropriate continuing professionai education. 


68.8% 


1.42 


8. Assess and participate in regular supervision arxl 


68.8% 


2.0* 


consultation sessions. 

9. Develop and use strategies to maintain personal, physical 


68.8% 


1.27 


and mental health. 

10. Establish aivJ maintain good relationships with civic groups. 


68.8% 


1.33 


other professionals, government entities and the community 
in general to expand community resources. 




* OMsisnceof 






grealw than 1.5 



omea Worlum 

At shcMvn in Tabl« 17, th« largatt gapt batwaan currant and datirad parfbnnanca ter otllca 
support workart and ofKca managart wara In tha araas of Assassmant, Counsalling, Casa 
Managamant, and Profbssional Rasponsibllity. Within tha Assassmant araa, oflica workars 
wantad halp with datannining cliant aiigibility and matching diant to traatmant. Within tha 
Counsailing araa, tha naads tecusad on incraasad compatanca in individual and famiiy 
tharapy and assisting cliant and others with relapse prevention. Within the Case Management 
area, the highest priority need was presenting cases to other team members. Within tha 
Professional Responsibility area, the key araas focused on satf-avaluation, obtaining 
appropriate continuing education, and supervisor consultation aimed at personal growth and 
development. 
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For otneo workart, additional potential "job enhancement/Job mobility* training could relate to; 

Assessment Tasks 

9. Formulate mutually agreed-upon treatment goals, objectives and methods. 

Counselling Tas''s 

5. Provide tar. 'iy therapy to promote individual and system growth. 

7. identity group purpose, rules, goals and membership criteria to tacilitate interaction and 
communication. 

10. Provide appropriate care and foilcw-up. 

Case Management Tasks 

12. Provide information in order to ensure adequate funding for services provided. 

14. Obtain evaluation through regular consultation with supervisors and peers in order to 
assess case management techniques. 

Education Tasks 

2. Provide relevant education to tamily members and significant others to support the- 
recovery process. 

3. Provide alcohol and drug education to the community in order to raise awareness and 
enhance community support. 

4. Provide drug and aicohol education and information to colleagues and other 
professionals to enhance professional exchange of information and ensure continuum of 
care. 

Table 17: Office workers’ gaps between current and desired performance 



Task 


who 99kH this 
WM « 

roquirtmont c4 
ttMir)ob 


b«twn curront 
(•¥•1 and 
dMiradtoMti of 


Domain: Aseeesment 

3. Observe and document abuse/dependertce for diagnosis 


55.0% 


1.29 


and treatment plan. 

4. Match client with program. 


55.0% 


1.53* 


0. Recognize need tor outside assessment expertise. 


55.0% 


1.12 


1 9. Formulate mutually agreed upon treatment goals, objectives 


75.0% 


1.0 


and methods. 

Domain: Counseling 

3. Assist cNsnt snd significant others use feelings to improve 


55.8% 


1.73* 


rstatfonahlps. ael^eatesm and feeling recognition. 

4. Provide unique indMduai therapy to promote a quaiity 


80.0% 


1.8* 


recovery process. 

6. Provide appropriate care and toliow-up. 


83.2% 


1.45 


8. Assist clients and significant others establish and maintain 


85.0% 


1.53* 


new behaviours in order to minimize relapse. 

12. Provide information to client and significant others through 


75.0% 


1.22 


written materials arxl other educational forums. 

13. Acknowledge and respect cultural arxl life-style diversities. 


80.0% 


1.35 


15. Through case revievrs, evaluate and assess counselling 


78.9% 


1.2 


effectiveness. 
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Task 


RMpondwTte 

whotakItNs 

was a 

r«qiirwn«nt of 
lMr)ob 


DHtofsne# 
n current 
level mnd 
dositred level of 
ebllity 


Domain: Case Management 

1 . Maintain community raferrai resource information through 


80.0% 


1.47 


contact with other service providers 
2. Match comnfHjnity resources with client needs. 


75.0% 


1.06 


3. Verbally explain to ciient the necessity for referral. 


80.0% 


1.12 


4. Maintain client records to prescribed starxiards. 


78.9% 


1.4 


5. Consult with supervisors and other service providers to 


80.0% 


1,47 


assure comprehensive, quality care for the client 
6. Present cases to other treatment team members. 


77.8% 


1.69* 


11. Advocate for client's interests in targeted systems. 


53.3% 


1.46 


Domain: Education 

1 . Provide relevant education to client to supf»rt the recovery 


75.0% 


1.42 


process. 






Domain: Professional ReeponeibIKty 






3. Interpret and apply information from current counselling and 


80.0% 


1.44 


alcohol and other drug abuse literature. 

4. Recognize the importarxse of individual differences by 


80.0% 


1.06 


gaining knowledge about foctors influencing client 
behaviour. 

5. Develop and use a range of options to explore and discuss 


80.0% 


1.4 


personal feelings arxi concerns about clients when these 
concerns may be interfering with the counselling 
relationship. 

6. Conduct seif-evaluations of professionai performance to 


78.9% 


1.59* 


enhance self-awareness arxl performarwe by identifying 
strengths and weaknessee. 

7. Obtain appropriate continuing professional education. 


80.0% 


1.67* 


8. Assms and participate in regular supervision and 


80.0% 


2.0* 


consultation sessione. 

9. Develop and use ^rot^pes to maintain personal, physical 


80.0% 


1.29 


and mental health. 

10. Establish and maintain good relationships with civic groups. 


80.0% 


1.33 


other profeesionais, government entitiee arxl the community 
in general to expand community rMources. 




* DMarenceof 




greearttwn 1.5 



Other 

Since no new trends sppeered in this category and the category itself contains a 
heterogeneous grouping, r>o results for this group will be presented. Results for this group are 
included in the common needs identifled below. 
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What ara tha common naada? 

Although sub-group nscds aro most instructivs, some interesting commonalities surtaeed. 
Whiie the respondent groups did not always identify them as their highest priorities, the 
following tasks were identified unanimously by the all the sub-groups as training needs or 
gaps between current and desired performance ievels: 

Domain: Counselling 

3. Assist ciient and significant others use feelings to improve relationships, self-esteem and 
feeling recognition. 

4. Provide unique individual therapy to promote a quality recovery process. 

13. Acknowledge and respect cultural and life-style diversities. 

Domain: Case Management 

1. Maintain community referral resource information through contact with other service 
providers. 

5. Consult with supervisors and other service providers to assure comprehensive, quality 
care for the client. 

6. Present cases to other treatment team members. 

Domain: Professional Responsibility 

3. Interpret and apply information from current counselling and alcohol and other drug 
abuse literature. 

5. Develop and use a range of options to explore and discuss personal feelings and 
concerns about clients when these concerns may be interfering with the counselling 
relationship. 

6. Conduct sett^evaluatlons of professioruil performance to enhance seif^wareness and 
performance by identliying strengths and weaknesses. 

7. Obtain approprfete continuing professional education. 

8. Assess and participate in regular supervision and consultation sessions. 

10. Establish and maintain good relationships with civic groups, other professionals, 
government entitles, and the community in general to expand community resources. 



What do tho roapondenta sea aa the beat waya to Improva on thaaa taaks? 

Part 2 of the questionnaire also asked respondents to indicate the bwt way to improve on 
each of the tasks. As very few differences were seen among the responses of the sub-groups. 
Table 18 summailzoe the responses of all respondents. Only those tasks which were 
determined to be needs for at least one group using the procedure defined above are 
included. Responses given by over 40% of the group are in boldfece type. 
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Tabl« 18 : RaapondanU* prtfarrad nwthods for Improving task parformaneo 



'BS»poo3SB ^ ^TSS^nS^^"^5Spof^^r^ 

Mtying no saying formal saying on ttM 
tMad to training (ob 

Improwa 



Domain: Aaaaaamant 

3. Observe emd document abuse/dependerwe for 
diagrfosis arKl treatment plan. 

4. Match client with program. 

6. Recognize need for outside assessment 
expertise. 

7. Develop written diagnostic summary as basis 
for integrated approach to diagnosis and 
treatment plannirig. 

9. Formulate mutually agreed upon treatment 
goals, objectives and methods. 

Domain: CouneeIRng 

3. Assist client and significant others use feelings 
to improve relationships, seif>esteem and feeling 
recognition. 

4. Provide unique individual therapy to promote a 
quality recovery process. 

6. Provide group therapy to promote growth 

8. Assist clients arxi significant others establish 
and maintain now behaviours in order to 
minimize relapse. 

10. Provide appropriate care and followup 

1 1 . Assess ongoing issues and progress through 
I review of goals and accomplishments. 

12. Provide information to client and significant 
others through written materials and other 
educational fomms. 

13. Acknowledge and respect cultural and life-style 
diversities. 

15. Through case reviews, evaluate and assess 
counselling effectiveness. 

Domain: Case Management 

1. Maintain community referral resource 
information through contact with other service 
providers. 

2. Match community raaoutces with client needs. 

3. Verbally explain to client the necessity for 
referral. 

4. Maintain client records to prescribed standards. 

5. Conauit with supervisors and other service 
providers to assure comprehensive, quality care 
for client 

6. Present cases to other treatment team 
members. 

1 1 . Advocate for client’s interests in targeted 
systems. 

14. Obtain evaluation through regular consultation 
with supervisors and peers. In order to assess 
case management techniques. 



7.9% 


16.5% 


75.5% 


8.1% 

8.0% 


2.0% 

9.4% 


89.9% 

82.6% 


9.1% 


25.6% 


64.5% 


8.1% 


15.4% 


75.7% 


23.4% 


43.4% 


32.4%- 


12.2% 


31.1% 


55.6% 


9.4% 

19.0% 


70.1% 

80.2% 


20.5% 

0.8% 


7.5% 

7.7% 


6.2% 

83.8% 


85.6% 

7.7% 


13.1% 


46.4% 


40.5% 


26.4% 


36.3% 


36.3% 


29.3% 


40.4% 


28.3% 


17.7% 


23.8% 


58.5% 


25.3% 

43.9% 


36.3% 

21.1% 


38.5% 

35.1% 


47.3% 

15.9% 


24.0% 

17.2% 


28.8% 

66.9% 


7.6% 


1.4% 


91.0% 


7.5% 


2.1% 


80.7% 


10.7% 


25.2% 


63.1% 
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1 


Rtpondfits 
siiyEng no 
nood to 
Impmo 


tWponbonti 
n«ying formal 
training 


F^Mpondante 

•aylngontha 

{on 


1 Domain: Education 

B 1. Provide relevant education to client to support 


19.0% 


71.1% 


9.1% 


1 the recovery process. 

1 2. Provide relevarrt education to family nwmbers 


7.7% 


84.5% 


7.0% 


1 and significant others to support the recovery 

H process. 

1 3. Provide alcohol and drug education to the 


8.5% 


74.6% 


16.2% 


1 community in order to raise awareness ar>d 

1 enhance community support 

I 4. Provide drug and alcohol education and 


8.0% 


8.0% 


83.2% 


1 information to colleagues and other 

1 professionals to enhance professional exchange 

1 of intomwition and to ensure continuum of care. 

1 Domain: Profesatonal Responsibility 
1 1. Demorwtrate ethical behaviours by adhering to 


29.9% 


33.3% 


36.1%- 


E established code of ethics. 

1 3. Interpret ai d apply information from current 


17.7% 


24.6% 


58.9% 


1 counselling arxl alcohol and other drug abuse 

literature.. 

4. Recognize the importarwe of individual 


17.7% 


25.4% 


58.9% 


differerKiM by gaining knowledge abut factors 
influencing client behaviour. 

5. Develop end use a range of options to explore 


10.7% 


25.2% 


64.1% 


and discuss personal feelings arxi cotwems 
about clients when these concerns maybe 
interfering with the counselling relationship. 
6. Conduct self-evaluations of professional 


9.1% 


47.1% 


43.8% 


performarwe to enhartce sdf-awarerwss arid 
performance by Identifying strengths and 
limitatiom. 

7. Obtain appropriate continuing professional 


8.5% 


20.8% 


70.8% 


education. 

8. Assess ar>d participate in regular supervision 


8.5% 


24.0% 


67.4% 


and consultation SMSions. 

9. Develop and use strategies to maintain 


8.5% 


20.8% 


70.8% 


personal, physical and mental health. 

10. EstabHeh and maintain good relabonships with 


9.6% 


28.1% 


62.3% 


civic groups, other profeesionais, govemmert 
entHlae and the community in general to expand 
community resources. 









On the job training »eeme to be the method of choice for moet of the teak areas. However, tor 
the following tasks, formal training was the method of choice for at least 40% of respondents. 

Domain: Counsolling . ^ . 

3. Assist clients and significant others use feelings to improve relationships, seif^teem 

and feeling recognitiorr. 

6. Provide group therapy to promote growth. 

8. Assist clients and significant others establish and maintain new behaviours in order to 
minimize relapse. 

1 1 . Assess ongoing issues and progress through review of goals and accomplishments. 
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12. Provide hTformation to client and significant others through written materials and other 
educatiorMil forums. 

15. Through case reviews, evaluate and assess counselling effectiveness. 

Domain: Education 

1. Provkie relevmnt education to client to support the recovery process. 

2. Provkie relevant education to fetmily members and significant others to support the 
recovw'ry process. 

3. Provide alcohol and dmg education to the community in order to raise avmreness and 
enhance community support. 

Domain: Professional Responsibility 

6. Conduct self-evaluations of professional performance to enhance sei^awareness and 
performance by identifying strengths and limitations. 



Table 19 below brings together the common perceived training needs for tha sub-groups as 
summarized in Tables 12 to 16 and those which are high priority for at least one group. Jhose 
tasks which are common to all are marked as either High priority or Medium priority. For’ *- 
those tasks that are not common to all groups, only the High priority needs are listed. 



Table 19: Common and h^)h priortty training needs for all reapondent groups 

















Task 


Admin 


Program 


Cara 


Counaallora 


Pravanlion 


Offiea 




Sup«rvfsorB 


Workara 




Wofkani 


Workars 


Domain: Assessment 

4. Match client with program. 
Domain: Counseling 










H 


H 


^ I 


3. Assist cliertt artd sigruficant 


H 


H 


H 


H 


others use feelings to improve 
relatiorwhips, self-esteem and 
feeling recognition. 




H 


H 


H 


H 


H 


4. Provide unique Mividual 


H 


therapy to promots a quality 
recovery process. 


H 






H 






6. Provids group therapy to 










promote gro)^ 

8. Assist dienta and Significant 












H 


others esiabiieh and mairtain 
new behaviours in order to 
minimiu relepee. 






M 


M 


M 


M 


13. Acknowledge artd rMpect 


M 


M 


cultural and life-style diversities. 
15. Through case reviews, evaluate 






H 








and assess counselling 
effectivenees. 














Domain: Case Maruigement 








M 


M 


M 


1. Maintain community referral 


H 


M 


H 


resource information through 
contact with other service 














providers. 
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Task 


Admin 


Program 


Coro 


CounMilorm 


Provontlon 


Offic# 




Supofvisora 


Workm 




Worfcort 


Workort 


5. Consult \vith supaivtaors and 


H 


M 


H 


M 


H 


M 


other serv\ce providers to 
assure comprehensive, quality 
care for cliertt 












H 


6. Present cases to other 


H 


H 


H 


M 


H 


treatment team members. 














Domain: Education 














1. Provide relevant education to 




H 




H 


H 




client to support foe recovery 
process. 










H 




2. Provide relevant education to 












family members and significant 
others to support the recovery 














process. 

3. Provide alcohol and drug 








H 






education to the community in 
order to raise awareness arxj 
enhance community support 














Domain: Profeaatonal 
ResponalbiMy 




M 


M 


M 


M 


M 


3. Interpret and apply information 


M 


from current counselling and 
alcohol and other drug abuse 














1 literature. 








M 


M 


M 1 


5. Develop and use a range of 


M 


M 


M 


options to explore and discuss 
personal feelings and concerns 
about clients when these 














concerns maybe interfering 
with the counselling 
relationship. 






H 


H 


H 


H 1 


6. Conduct self-evaluations of 


H 


M 


professional performance to 
enhance self-awareness and 












1 


performance by identifying 
strengths and limitations. 






H 


M 


M 


H 


7. Obtain appropriate continuing 


H 


M 


profaeatonai educatba 
8. Aaaaea and participeta in 


H 


H 


H 


H 


H 


H 


regular supervision end 
oorauNaten cessions. 






M 


M 


M 


M 


10. EstaUtah and maimain good 


M 


M 


relationshipa with civic groups, 
other protassionals, 
government entities arrd the 
community in General to 
exparrd community resources. 












1 
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Questionnaire Resuits: Part 3 - impiementation Issues 

On this part of tha questionnaire, respondents were asked for input regarding characteristics of 
potential training and incentives for taking training. Resuits are presented in question and 
answer format, showing differences by sub-group. 



How important art various factors as reasons for engaging in further 
training? 

Respondents v/ere asked to rate potential reasons for taking further training on a 5-point scale 
(1 =low to Sshigh). Average ratings were computed for each sub-group and for the group as 
a whole. These averages were rank-ordered. The results of these rankings are presented in 
Table 20. (A rank of 1 moans 'most important reason', a rank of 2, 'next most important*, and 
so on. Where two reasons share the same average score, they are given tied ranks.) 

Results are consistent across all groups for the two most persuasive reasons for engaging in 
training. The most important reason for respondents to engage in training is to increase*]ob ^ 
skills and knovdedgo"; the next most important reason is 'appropriate level of content". 
■Reputation of presenter" is important for four of the sub-groups, but 'eamting] a credential' is 
important to only prevention workers, office workers and those in the "other* category. 

Table 20: Rank order of Importance of potential reasons for taking training 



1 Reason 


Admin 


Program 

Supwvitors 


Cm 

Workm 


CounMlIorB 


Prt¥sntton 

Workm 


omco 

Workm 


Ottm 


TOTAL 

GROUP 


1 to increase 
1 job skills / 
1 knowledge 


1 


1 


2 


1 


1 


1 


1 


1 


1 

advancement 


3 


4 


3 


6 


5 


3 


5 


4 


job mobility 


5 


4 


4 


4 


6 


5 


4 


4 


earn or gain 
a credential 


6 


5 


5 


5 


4 


4 


3 


4 


appropriate 
level of 
content 


2 


2 


1 


2 


2 


2 


2 


2 


reputation of 

presenters/ 

instructors 


4 


3 


3 


3 


3 


8 


6 


3 



How important ara varioua characteiistica of training? 

RespondenU were asked to rate the importance of varioua characteristics of potential training 
on a 5-point scale (1 «low to 5»high). Average ratings were computed for each sub-group 
and for the group as a vrhole. These averages wore rank-ordered. The rosulte of these 
rankings are presented in Table 21. (A rank of 1 means 'most important reason', a rank of 2, 
■next most important", and so on. Where two reasons share the same average score, they are 
given tied ranks.) 
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Results are consistent across all groups (except health care workers) for the two most 
important characteristics of training, which are that the training be “within convenient driving 
distance' and 'during normal working hours'. Only health care workers depart from the 
normal pattern choosing 'ciassroom/seminar formaf and 'outside normal working hours' as 
most important. (However, given previous cautions about the representativeness of this group, 
no great significance should be attached to this variation.) The next most attractive 
characteristic for potential training for ail except administrators and prevention workers was 'in 
a work setting'. 

Table 21: Rank order of Importance of training characteristics 



Characteristic 


Admin 


Program 

Suparviaort 


hMth 

Cara 

Woricara 


Counaaikxa 


Pravantion 

Workara 


OfRca 

Workara 


Othar 


TOTAL 

GROUP 


For credit 


6 


5 


4 


3 


3 


2 


2 


3 1 


Within 

convenient 

driving 

distance 


2 


2 


3 


1 


1 


1 


1 




Classroom/ 
seminar format 


3 


4 


1 


4 


4 


2 


5 


3 


Distance 

education 

format 


4 


6 


5 


5 


6 


4 


6 


4 


In a work 
setting 


5 


3 


3 


3 


5 


3 


3 


3 


During normal 
working hours 


1 


1 


5 


2 


2 


1 


1 


2 


Outside 

normal 

working hours 


6 


7 


2 


5 


5 


5 


4 


4 



How Important are varioua factors as incentives for taking training? 

Respondents were asked to rate the importance of various incentives for engaging in training 
on a 5-point scale (1 olow to 5«high). Average ratings were computed for each sub-group 
and for the group as a whole. These averages were rank-ordered as shown in Table 22. (A 
rank of 1 means 'most important reason', a rank of 2, 'next most important', and so on. 
Where two reasons share the same average score, they are given Cad ranks.) 

Results differed somewhat across all sub-groups for this Kern. All groups (wRh the exception 
of the 'other* category) agreed that 'subsidized courses' were the most important incentive, 
but groups differed on what was the next most important incentive. For administrators and 
office workers it was 'opportunity for promotion'. For program supervisors, it was *tkne off 
work*. For counsellors and prevention workers, it was credit towards a certificate, diploma, or 
degree. For the overall group, 'subsidized courses' and 'credit towards a certificate, diploma, 
or degree' were the most important incentives. 
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Tabl« 22: Rank ordar of importanca of factors aa Ineantivas fbr taking training 



lnc«ntiv« 


Admin 


Program 

Suparvitort 


Hai^ 

Cara 

Workara 


Cognaalkxa 


Pravantion 

Worfcart 


Ofnea 

Workara 


Other 


TOTAL 

GROUP 


time off work 


3 


2 


5 


5 


4 


3 


4 




subsidized by 
employer 


1 


1 


1 


1 


1 


1 


3 


’ 


contirHJing 

education 

credits 


5 


4 


2 


3 


3 


4 


1 


3 


certificate, 
diplotTui, or 
degree 
credits 


4 


3 


3 


2 


2 


3 


2 


2 


opportunity 
for promotion 


2 


3 


4 


4 


5 


2 


5 


■4 •. 



Would respondents take advantage of prior learning assessment? 

Overall, 74.5% of tha raspondants indicatad they would taka advantage of prior learning 
assessment 'avon if I wera required to compile an extensive paper/portfolio to document my 
prior ieaming'. The only sub-group to deviate from this pattern was office workers, 56.3% of 
vrhom stiil responded positively to this question. 



Other Comments 

Of the 148 respondents, fifly-fbur included written responses to tha final question, "What else 
would you like to tell us about y Ing needs and how to meet them?* Content analysis 

of these responses yielded nine cai«^ ories in which more than two responses wera tha same; 



Comment * occurrences 

more computer training ^ 

on tha job training bast ^ 

more workshops 3 

mors training in administrative duties 3 

need to standardiza duties with credentials 3 

discussion groups good 3 

mors formal 'in class’ training 3 

mors money for In house training 3 

more money for university upgrading 3 
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Results From Content Analysis 

The rote delineation study used as a basis for this study provides a summary of component 
knowledge and skills for each of its fifty-five given tasks. Appendix C lists in full the knowledge 
and skill components for each of the twelve tasks that were identified by this study's 
respondents as high priority training needs. (See Table 19. The Assessment task identified as 
a high priority only by office workers has not been included in this analysis.) 

However, simply describing a task and its components does not necessarily provide direction 
for training. In order to develop logk^l groupings of knowledge and skill components which 
could be used to develop and/or validata training possibilities, the project team re-sorted the 
knowledge and skill components for the twelve tasks identified as high priority training needs 
and organized them into more edu«itionally meaningful modules. Analysis of these 
components revealed many overlaps and duplications - a specific knowledge or skill was 
frequently given as a component of more than one task. These overlaps and duplications 
proved to be valuable indicators of ten logical groupings, which are given below. 



Grouping 1: Communication, Counseiling and Treatmant Skiiis 

Requires knowledge of: 

. a range of feeling words. 

. the normal range of affect. 

. advantages and disadvantages of awareness and expression of feelings. 

. human needs and motivation 

• interpersonal dynamics and needs. 

. intrapersonal dynamics. 

. interview processes, including objectives, stages, and techniques. 

• assertiveness techniques. 

. positivs coping skills 

. use of feedback to the client 

. methods of providing various forms of reinforcement to the client. 

. a range of productive coping skills and problem solving techniques. 

stages of grief and grief rMolution. 

. behavioural contracting. 

methods of responding to a client in crisis. 

the effects of the peychoactive drugs on affective statm. 

• various therapy approaches relevant to alcohol and drug abuse counselling 
determining therapy approach appropriate to client needs. 

. phases of treatment and client responses (i.e., crises, impasses, plateaus, resistance, 

otc*) 

the utMy of defense mechanisms for the client and appropriate counselling approaches, 
the various manifestations of denial as It relates to the client’s use, misuse, abuse and 
dependence on alcohol and/or other drugs, 
issues related to boundary setting. 

. transference and countertonsference issues. 

evaluation techniques to determine therapy effectiveness. 

Requires skills in: 

. appropriate expression of feelings. 

. focusing on the here and now. 

. identifying and interpreting verbal and non-verbal behaviour. 

. observing and responding to unstated feelings. 
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. utilizing appropdato satf<lisclosure. 

. acth/a and empathic listening. 

appropriate empathic response. 

. giving both positive and negative feedback. 

. furthering responses or eliciting information and feedback. 

. obtaining, organizing, and analysing feedback. 

. summarizing and checking for accuracy. 

. teaching and modelling problem-solving skills and options. 

. exploration of options, attitudes, and new behaviours. 

. therapeutic communication (i.e., reflecting, clarificatton, paraphrasing, reframing, 
confrontation, etc.) 

. analysing data to determine therapy approach. 

. selecting and providing appropriate therapy approaches. 

• focusing on current, relevant issues. 

. techniques to assist clients in learning appropriate expression of feelings. 

. recognizing client resistance. 

. modeliing appropriate boundary setting. 

. techniques in self-esteem building. . 

. identifying inconsistencies in values and behaviour. 

. recognizing and responding to congruency and non-congmency in the therapy process. 
. demonstrating acceptance of the individual while confronting the non-productive 
behaviours. 

. timing of interventions in interactions. 

. determining relevant task assignments appropriate to different therapeutic stages. 

. explaining the role and purpose of education in the treatment process. 

. termination of the counselling process with the group or an individual member. 



Grouping 2. Addiction Processes and Consequences 

Requires knowledge of: 

the stages of human development. 

. legal limits on blood alcohol content (BAG). 

effects of blood alcohol content (BAG) on beha\four and state of arousal. 

. states of intoxication, withdrawal, and long term effects of alcohol and other dmg use. 

. patterns and methods of misuse and abuse of prescribed and over-the-counter 

medications. 

. criteria for evaluating alcohol and other drug use, misuse, abuse and dependence. 

. behaviour, patterns, stkI progressive stages of alcohol and other drug abuse/ 

dependence. 

. consequences of the misuse of alcohol and drug dependency on family systems, 
signMoant others, and the community. 

the eftoots of aloohoi and other drug use/abuse on nutrition and proper eating habits, 
chemical dependency problems in the community, 
trends in street and d^ner drugs. 

• significance of diagrK)stic reports from laboratory studies (e.g., blood, urine, saliva, EEG 
tests). 

. adverse effects of combining various types of psychoactive drugs, including alcohol. 

. potential for cross addiction when psychoactive drugs are taken. 

. addiction substitution. 

. cognitive and behavioural changes to support recovery. 
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Grouping 3: Troatmont Planning and Caaa Managament 

RoquirM knowtodg« of: 

• the treatment planning process. 

. expected rates of progress in recovery. 

. federal, provincial, and local iavM related to alcohol and drug use, possession, 
distribution, and behaviour. 

. risk factors that relate to potential suicide, homicide, family violence, self injur;, and ether 
violent and aggressive behaviours. 

. the dynamics of relapse. 

. multi-disciplinary team functions. 

. how to identify needs for clinical or technical assistance. 

• agency’s policies regarding case consultation. 

. how to network with other professionals. 

. how to develop and present a comprehensive case structure. 

• how to present client cases to supervisor or other professionals. 

. how to interpret and integrate consultation results. 

Requires skills in: 

. assembling and analysing data for case consultation. 

. evaluating peers’ feedback relative to your own knowledge of the case. 

. s^eeting/adapting treatment approaches to the feedback received from others. 



Grouping 4: Written and Orai Communication 

Requires knowledge of. 

. oral/written communication. 

. how to write/present/develop a case presentation. 

Requires skills in: 

. organizing client infbnnatlon for presentation to others. 
. making clear, concise, orai case presentations. 

. writing dear, concise, comprehensive case studies. 

. interpreting written reporfe of other professionals, 
reading and interpreting professional IRerature. 



Grouping 5: Raftrrai and Resources 

Requiree knowledge of 
the continuum of care. 

. community resources In alcohd and dmg abuse treatment. 

. referral rationale for group counselling and individual counselling. 

. senricee provided within the community and necessary referral information. 

. skills/services provided by other professionals. 

. the range of self-help feliowship available to the community. 

the services available to dients in the areas of child care and parenting, especially as they 
affect access to treatment and other services. 

. fdlow-up process with referral sources. 

. differences found in special populations (e.g., cultural, ethnic, and racial minorities; 
handicapped populations; special populations identified by age, gender, sexual 
orientation, etc.) and how differences affect assessment and response to treatment. 
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Requires skills in: 

* assessing client’s needs and matching them to outside resources. 

* networking/interacting v^h outside resources. 

* observing and responding to feedback from other professionals. 



Grouping 6: Ethics and Profsssionai Standards 

Requires knowledge of: 

• professional terminology. 

• professional scope of practice. 

• ethical standards which apply to aicchol/drug abuse counselling. 

. professional standards which apply to aicohol/drug abuse counselling. 

• regulatory guidelines and restrictions relating to alcoholism/drug trr^tment and 
counselling. 

. legal issues and related professional standards. 

. the consequences of disregarding proper professional standards. 

. legal confidentiality requirements. 

• requirements regarding the mandatory reporting of child abuse. 

. federal, provincial, and local laws related to alcohol and drug use, possession, 
distribution, and behaviour. 

• the importance of regular assessment of professional skills and development. 

Requires skills in: 

. time management. 

. interpreting and applying ethicai, legal, and professional standards. 

• developing professional goals and objectives. 

. identifying personal and agency limitations. 

. identifying one's own professional progress and limitations. 



Grouping 7: Working with Groups 

Requires knowledge of. 

• differertt types of groups, their purposes, functions, and parametwa. 
developmental stages of groups. 

• impact on group of factors such as size, frequency, duration, and admission of new 
members. 

• theories related to group membership and rules as related to group purpose, 
individual behaviour as it impacts on group process. 

varying group leader roles and styles. 

a variety of group techniques, their purposes, and consequences. 

. therapeutic fsetors in group therapy (universality, altruism, collective family experience). 

Requires skills in: 

. basic tasks in creation and maintenance of a group. 

. preparing the chemically dependent person for group. 

communicating different between group therapy and twelve step groups. 

. establishing an environment to support trust among group members. 

. developing cohesiveness among group members 

. culture building in group. 

. focusing on interaction among group members with attention to the here and now. 
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. making procast comments appropriate to the developmental stage of the group. 
. dealing VMith membership problems (turnover, dropout). 

. dealing with group behaviours such at subgrouping, conflict, and seif-disclosure. 
. utilizing conflict in group for individual and group growth. 



Grouping 8: Cllnicai Supervision 

Requires knowledge of: 

. one's personal strengths and limitations. 

. the importance of self-evaluation. 

• the value of case consultation. 

. the importance of soliciting peer Input. 

• the value of consultation to enhance personal and professiortal growth. 
. self-evaluation tecr'niques. 

. clinical supervision models. 

• one’s personal strengths and limitations. 

. one’s professional strengths and limitations. 

. strengths and limitations of one’s own work setting. 

. stress management. 

Requires skills in: 
assertivsness. 

. openly communicating need for assistance. 

. soliciting feedback from others. 

. utilizing appropriate selMisclosure. 

. accepting both constructive criticism and positive feedback. 

. giving both positive and negative feedback. 

. differentiating between facts, foelings and impressions. 

. recognizing peers’ strengths and limitations. 

. recognizing personal strengths and limitations. 

. identifying one’s own profosstortal progress and limitations. 

. utilizing sei^assessment for personal and professional growth. 

. identiiying and utilizing sources of supervision and consultation. 

. eliciting and utilizing feedback from colleagues and supervisors. 

. mediating conflict. 



Grouping 9: Working with Multi-noads Individuals 

Requires knoMedge of: 

the reMionship between alcohol and other drug abuse and various cultures, values, and 

. differences found in special populations (e.g., cultural, ethnic, and racial mkioritles; 
handicapped populations; spe^l populations identified by age, gender, sexual 
orientation, etc.) and how differences affect assessment and response to treatment. 

. signs and symptoms of mental and personality disorders and implications for treatment 

and referral. . ^ 

. correlation between alcohol and other dmg abuse/dependence and specific mental 
disorders such as mood disorders, anxiety disorders, and schizophrenia. 

. sexual dysfunctions, including compulsive sexual behaviours. 
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. the retationthip between alcohol and other drug use, abuse, and dependence and sexual 
function. 

• sexually-transmitted diseases and their reiation to alcohol and other drug abuse. 

. correiation between alcohol and other drug abuse/dependency and childhood trauma, 
including physical, omotionai, and sexual abuse. 

Requires skills in: 

• conveying respect for cultural and lifestyle diversity. 



Grouping 10: Working with Families 

Requires knowledge of. 

. the effects of addiction on society and the family. 

• family systems. 

• family and environmental processes that inhibit or promote expression of feelings. 

. historic and generational influences on alcohol and drug abuse/dependence (i.e., family 

of origin, ACOA issues, etc.) - 

. how peer influence encourages or discourages alcohol and/or other drug use, abuse, or * 
dependence. 

. signs, symptoms, and patterns of domestic violence. 
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Results from Focus Group 

Key points from the supervisors’ frx:u8 group convened to discuss minimum requirements for 
working in the system of care, are summarized below. (For a detailed report see Appendix D.) 

The group stated that prevontion workers should have a Bachelors degree and an 
understanding of how to structure educational programs. They fett that In reality these workers 
often have less in the way of formal educational qualifications than do others within the 
system. 

The participants determined that counsellors should have a Bachelors degree in a soc»l 
science field with 5-7 years experience, or a Masters degree in a social science field with 2-5 
years experience, plus: 

. an in-depth framework for understanding substance abuse; 

. generic counseiiing skills; 

. an appreciation of the current abuse crisis; and 
. an understanding of how to structure educational programs. 

The focus group also identified that counsellors working in residential settings need training in 
survival first aid and CPR. 

They felt more open to alternative qualifications for counsellors working In supportive recovery 
centres. Examples of these alternative qualifications included two years in recovery, one year 
related work experience, an LPN designation, or a one- to two-year social service certificate/ 
diploma. 

The results of the focus group’s discussion of required qualifications for health care workers 
were unclear, but the general Impression was left that alternative qualifications such as those 
discussed in the previous paragraph would be appropriate. 

The group felt that required qualifications ft>r administrators were similar to those for 
counsellors, namely, a Bachelors or Masters in a relevant field, an in-depth framework for 
understanding substance abuse, and generic counselling skills. In addition, it was felt that 
administrators needed: 

. training in clinical supervision, team management, and organizational skills; 

. experience in working with boards, the community, and funding agencies; 

. experience with program design and evaluation; 

. experience in labour relations; and 
. public speaking skHls. 

Program supervisors were not dealt with as a separate category by the focus group, perhaps 
because the group fett that their input regarding administrators was sufficient. 

The focus group did not deal with qualifications for office workers. 
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Conclusions by Key Question 



Sn this section, the results from the various data sources are synthesized to shed as much light 
as possible on the key questions which guided the needs assessment study. Conclusions are 
presented by question. The first two questions are presented together to aid in synthesis. 



1. What /» tha basic minimum raquiramant to work in each sotting? and 

2. What is tho currant tavai of qualifications of workers in tha systam of 
cara? 

Very few differences by setting were found between the sets of tasks worker groups reported 
performing. In the focus group, supervisors expressed the belief that alternative qualifications 
were more acceptable In supportive recovery centres. However, since 41 .8% of the 
questionnaire sample came from outpatient services, vrith tho remainder spread over the'othv 
categories of settings, cell sizes wore too small to allow for any conclusions to be drawn 
regarding differences between settings and the research is unable to confimi the belief 
expressed at tho supcwvisors focus group. Different qualifications for job categories are more 
obvious and are explained below with reference to qualifications, years of experience, and 
tasks performed on the job. 

Administrators and Program Supervtsora 

Supervisors in the focus group thought administrators should have a Bachelors or higher 
degree and questlonnairo results show that 55% do. Another 35% have a college certificate or 
diploma. Administrators are an experienced group; 75% have worked in tho field for 8 or mwo 
years. The situation is very similar for program supervisors, with 72% of them having university 
degrees and 63% of them having 6 years or more of experience in the field. 

Health Care Workers 

It is unwise to draw conclusions for health care workers since the response rates on the 
quMtionnaire for this group was low. 

Counsellors 

The supervlaors in the focus group thought counsellors should have a Bachelors or higher 
degree with 2 to 7 years of experience. Questionnaire results show that 61% of counsellors do 
have univerafiy degrees, and an additional 23% have college certificates or diplomas. 
Counsellors have fewer years of experience than administrators, with 53% in the 2 to 5 year 
range and 36% having worked in the field for 6 or more years. 

Prevention Workers 

The supsMvisors in the focus group thought prevention workers should have a Bachelors 
degree. Questionnaire results show that 44% do have Bachelors degrees, and an additional 
18% have more advanced university work including advanced degrees. Another 18% have 
college certificates or diplomas. Prevention workers are newer to the field; 56% have only 2 or 
3 years of experience. 
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Offfc* Worksni 

Office workers tend to have high school or college level training. The majority have worked in 
the alcohol and drug field 2 to 5 years. 

The analysis of the tasks they perform is confusing. They report performing a high proportion 
of the Assessment, Counselling, and Case Management tasks. It is possibie that office 
support workers assist with these tasks rather than perfonn them independently and that their 
pattern of responses ntay have been infiuenced by the design of the questionnaire. However, 
it is also possible that in smaller, more remote areas, office workers handle more of these 
tasks because they are the people on the front line when clients need help. If that is the case, 
then they need training in areas which may not previously have been obvious. 



3. What an tha gapa batwaan currant laval and dealrad laval, aa par rola 
dallneailon atudy? 



See Table 19 for a summary of all respondents’ perceived training needs, or gaps between 
current and desired levels of performance. 

It appears from this analysis that training in the Assessment tasks is a priority need for only 
office workers. 

Within the Counselling domain, individual and group counselling techniques are criticai training 
needs. Multicultural education and training for dealing with client diversity are moderately 
strong needs of all groups. 

Within the area of Case Management, the need to remain current with community resources is 
moderately high with most groups and high with administrators. Also within Case 
Management, there is a strong need to confer on cases as part of a treatment team. Meeting 
this need will require not only training but also potentially a change in the way agencies 
currently operate. 

Needs in the Education domafo seem to be specific to certain suh-groups. 

However, all groups identity strong needs in the Professional Responsibility domain, which 
taken together seem to reprMent a strong cry for grMter professionai development in the 
field. All groups want help with keeping current on the literature, and examining thrtr own 
practice vis a vis legal, ethical, and personal Issues in the treatment process. In addition, they 
see needs far continuing education, regular supervision and consultation sessions, and greater 
involvement In the community. 



4. What an tha topic araaa of training naadad, including araaa of 
apaclallzatlon? 

This is probably the most complex of the key questions. In order to arrive at some answers, 
the project team reviewed previous needs analyses for common Identified needs, and then 
examined the knowledge and skill breakdowns for each of the tasks identified as high priority 
training needs by the current study’s respondents. See pages 47 to 52 for detailed 
information on the ten groupings which emerged from this process: Communication, 
Counselling and Treatment Skills; Addiction Processes and Consequences; Treatment 
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Planning and Cata Managemant; Written and Oral Communication; Referral and Resources; 
Ethics and Professional Standards; Working with Groups; Clinkail Supervision; Working with 
Multi-needs Individuals; and Working with Families. 

We believe that some of these components given on pages 47 to 52 are entry level knowledge 
or skills, which would ideally be acquired in pre-service training. Educators who work further 
with these grouped topic outlines will need to consider their specific target group's current 
level and assess which components it is necessary to address. Cross referencing the task 
components given in Appendix C with the ten groupings prove to assist in this process. 



5. What la tha favourad moda of dalhfary? 

As shown in Table 18, questionnaire respondents prefer orvthe-job training for most needs, 
specifically the Assessment tasks, some of the Counselling tasks, all of the Case Management 
tasks, and most of the Professional Responsibility tasks. This reinforces the findings from 
previous studies that there is a sUong desire for supervis\'d skills practice (coaching with 
feedback or clinical supervision) in the workplace. 

Some components lend themselves to on-the-job training, others may require more formal 
training. The v^ducational designer should keep in mind both the desires of the respondents 
as summarized in Table 18 and the principles of sound instructional design. 

The most critical characteristics of the training are that It be 'Vrithin convenient driving distance" 
and "during normal working hours". In contrast to participants in previous needs assessments, 
respondents showed little interest in distance education. Rather, it seems that a more 
traditional approach is preferred, which reinforces previous findings that short courses or 
workshops are the method of choice. It appears, however, that these short courses or 
workshops must be dellverod in the regions rather than at centralized locations. 

In addition, the respondents would like the training system to provide them an opportunity to 
gain credit for prior learning (PLA) oven If they were required to document extensively that 
learning. 



7. What ara tha Incantivaa In tha ayatam for paopla to upgrada akilla and 
knowladga? 

Results from the questiconaire Indicate that workers in this field are motivated to take training if 
it will "increase [their] job sklls and knowledge* and if the level of content is appropriate to 
their needs. They also look carefully at the reputation of the instnictors. In other words,^ these 
potential trainees are selective and careful consumers of training; they will "shop around". 

In addition, the most important incentive for taking training for all groups was that those 
courses werr subsidizod by the employer. Although resulU regarding credit were mixed, credit 
toward a certificate, diploma or degree appears to be important primarily for counsellors and 
prevention workers. For administrators and office workers, training that leads toward 
opportunities for promotion was more important. 
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Recommendations 



1 . That no moro affort be expended on conducting needs analyses. This study confirmed 
the findings of most previ^s work. Further analyses would not reflect the most effective 
allocation of scarce resources. 

2. That significant resources bo committed to coordinated, provincial, in-aorvice training 
courses and programs, which would bo delivered on paid time, near the place of work 
(perhaps regionally), with costo (including employee replacement costs) subsidized by the 
employer. Training content should be based on the needs identified in this study and in 
other recent provincial needs assessments. 

3. That short term training efforts focus primarily on: 

. individual, group, and family counselling skills identified by this study 
. training in clinical supervision (for both supervisors and those supervised) 

• ethics and professional standards _ 

. methods to facilitate individual and group learning 
. working with multi-needs individuals 

4. That an In-service professional development system be implemented which requires that 
professional developm(Wit plans be filed annually by individual workers, and then commits 
funding that assists workers to address the components of their plans which are 
compatible with the goals of the organization and of the system of care. 

5. That agencies be made accountable for the professional development funding they 
receive, and that they be required to spend a certain proportion of this funding on 
programs which bring the agency’s employees together for training. 

6. That ways be found to allow the employees who work together in an agency to have time 
for group professional development aimed at enhancing their abHity to work together in 
treatment teams. 

7. That the coordinated, provincial, in-service training strategy include sessions specifically 
designed to allow personnel from several local social service agencies to train together in 
order to enhance all parties’ skills in working in multidisciplinary teams. 

8. That creative methods of distance delivery form part of the training strategy, but only 
where apprc^iriate to the content or objectives. 

9. That an attempt be made to clarify the role of office workers and that appropriate training 
consistent with the tasks they are expected to perform be provided for them. 

10. That a system of clinical (practical) supervision, by qualified supervisors, be implemented. 
Successful Implementation would require training both tor those who are supenrised and 
for supervisors; it may also require changes to the working environment to allow clinical 
supervision to take place. By clinical supervision is meant: 'an area of staff development 
that deals with the clinical skills and competencies of staff, including discussions and 
analyses of problems encountered and the individual needs of the client and worker. The 
process focuses upon what workers need to ’know and do’ in order to provido treatment 
services to specific clients.' (from Substance Abuse Curriculum Resources: Assessment 
and Referral, p.317) 
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11. That indivklualt, organizations, and tho system as a whole use the resources identtfled In 
Invwitofy of Substance Abuse Training Resources (companion publication to this one) to 
meet their training needs. Individuais could seek out courses and workshops to meet 
individuai needs. Organizations and the system as a whole could negc^te for large- 
scale trainirig in areas of common need, using economies of scale to achieve cost- 
effectiveness. 

12. That a certification system similar to those systems used in education or nursing be 
implemented. The certification couid be part of a national system such as that 
administered by the Addictions Intervention Association, which certifies practitioners as 
CADC’s (Certified Alcohol and Drug Counsellor) and ICAOC’s (Interruktional Certified 
Alcohol and Drug Counsellor). This system would ideally incorporate a code of ethics, 
require examination of comp^ency for entry, allow for recognition of skills already 
learned, and require ongoing prof^ional development. Respondents consistently 
identified a need for increased professionalism. 

13. That the field’s stated need for increased professionalism also be addressed by the 
Ministry of Health encouraging the Ministry of Skills, Training and Labour to fund prq;; 
service certificate, diploma and degree programs for people who will work with cliento ' 
who abuse substances. Such programs, which ensure a supply of well-trained 
professionals and paraprofessionals, are not currently funded by the Ministry of Skills, 
Training and Labour. 
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October 19, 1993 

Dear Alcohol and Drug Programs Worker, 

As you may know, ADP has asked the University Cdlegs of the Fraser Valley and the 
University College of the Cariboo to undertake an assessment of the training needs of alcohol 
and drug workers in BC. As part of our strategy, we are contacting a sample of people who 
work In this field and asking them to fill in and return to us the attached questionnaire. Wo are 
not contacting everyone, only a sample, so it is very important to us that you complete and 
return thvs questiennairo before November 12, 1993. We have provided a stamped, self- 
addressed envelope to feciiltato this. All responses will be kept strictly confidential. 

Most of the items on the questionnaire are very straightforward. However, for Part 2 a little 
extra explanation might be helpful. We are asking you to respond on several scales to each of 
54- tasks. These tasks were derived from a study of the role of alcohol and drug workers 
across the US; this task breakdown has been revised for use locally by the Advisory 
Committee to this prefect. 

For each task, we ask you to respond in four ways: 

1. Indicate whether or not this task is a requirement for your particular job. If it Is not a part 
of your job, choose not applicable (n/a). You may then choose not to respond further to 
that particular task. 

2. Rate your current level of ability on the task, 1 being low and 5 being high. 

3. Indicate your desired level of ability on the task, 1 being low and 5 being high. 

4. In the last column, indicate vrhether you feel you could improve most in this task by on 
the Job experience, or formal training; you may choose no need to Improve if you have 
no need to improve in this area. 

In addition, if a task which is an important part of your job is not included, please add and rate 
it on page 8, 

We thank you In advance for taking the time to fill in our questfonnaire and we appreciate your 
getting R back to us as soon as possible. If you have any questions, please corrtact Marg 
Penney at 875-1579. 

Sincerely, 

The Project Team 
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ADP Project 

Alcohol and Drug Workers Questionnaire 

The ADP Project 

By taking a few minutes to complete this questionnaire, you will be providing important information which ADP can 
use in planning to meet the training needs of alcohol and drug workers. For each question please circle the most 
appropriate response, or write your response in the space provided. Please select only one response to each question, 
unless otherwise indicated. 



P.ARTI 

1. Which of the following best describes your current 
work? 

1. administrator 

2. program supervisor 

3. health care worker (detox) 

4. counsellor 

5. prevention worker 

6. office support worker / office manager 

7. other (please specify) 

2. Which of the following is the primary setting in 
which you work? 

1. residential treatment facility 

2. supportive recovery home 

3. outpatient / non-residential service 

4. detox centre 

5. hospital 

6. school 

7. other (please specify) 

3. Which of the following best describes your work? 

1. generalist 

2. specialist 

If a specialist, select up to 3 specialties; 

1. adolescents 

2. women 

3. elderly 

4. First Nations persons 

5. families 

6. dual diagnosis 

7. other (please specify) 

4. What is the highest level of education you have 
completed? 

1. less than high school 

2. high school 

3. some college or university courses 

4. college certificate or diploma 

5. Bachelor’s degree 

6. university • some post-graduate work 

7. post-graduate degree (Masters or PhD) 



5. Do you have any of the following professional 
designations / credentials? Circle all that apply. 



1. 


RSW 


6. Registered Psychologist 


2. 


RCC 


7. MD 


3. 


RN 


8. CADC 


4. 


RNA 


9. Professional Teacher’s Certificate 


5. 


RPN 


10. other (please specify) 



6. How long have you been working in the alcohol 

, and drug field? j- 

1. less than 1 year 

2. 2-3 years 

3. 3 to 5 years 

4. 6 to 9 years 

5. 10 years or more 

7. Which of the following best describes the agency 
for which you work? 

1. a direct service of ADP 

2. an agency directly funded by ADP 

3. an agency funded by NNADAP 

4. an agency not funded by ADP 

5. other (please specify) 

8. In which of the ADP regions do you work? 

1. Region 1 - Lower Mainland 

2. Region 2 - Fraser Valley 

3. Region 3 - Thompson-Okanagan/Kootenays 

4. Region 4 - North 

5. Region 5 - Vancouver Island, Gulf Island and 
Central Coast 

9. What % of your working time is devoted to: 



1. assessment and referral % 

2. counselling % 

3. prevention/public education % 

4. management % 

5. clerical/report writing % 

6. agency liaison work % 

7. other (please explain) % 
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PART 2 Directions: For each of the following tasks, please circle the appropriate response. For the number scales, 1 — a very low level of ability, 2 — a low 
level, 3 = a moderate level, 4 = a high level, and 5 = a very hi^ level of ability. 



Domain: ASSESSMENT 

Tasks: 


Requirement 
for my job? 


My CURRENT 
level of ability: 
LOW HIGH 


My DESIRED 
level of ability: 
LOW HIGH 


The best way to 1 

improve in this task is: 0 
(circle one only) Q 


1. Using interview techniques, gather relevant information from the client in 
order to obtain current status and history. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve I 

2. formal training 1 

3. on the job H 


2. Gather and evaluate information from sources other than the client, 
utilizing client-consented interviews and/or written reports, to validate 
his/her reports and provide a more complete history. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve | 

2. formal training 1 

3. on the job | 


3. Observe and document psychological, social and physiological signs and 
symptoms of alcohol and other drug abuse and dependence in the client to 
make an accurate diagnosis and formulate a treatment plan. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training I 

3. on the job | 


4. Determine the client’s appropriateness and eligibility for admission or 
referral to a range of programs by assessing the match between the client’s 
needs and program target populations and services. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve H 

2. formal training 1 

3. on the job Q 


5. Request from the client appropriately signed releases when soliciting from 
or providing information to outside sources to protect client confidentiality. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training R 

3. on the job | 


6. Recognizing signs and symptoms that indicate a need to refer the client for 
additional professional assessment services when such assessment is outside 
the areas of the counsellor’s expertise. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


7. Develop a written diagnostic summary based on the results of separate 
assessments performed by an alcohol and drug abuse counsellor and/or a 
multi-disciplinary team including physical/chemical use/abuse history, 
psychological, psychiatric, social, spiritual, recreational, nutritional, 
educational, vocational and/or legal information to provide an integrated 
approach to diagnosis and treatment planning. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


8. Document ongoing treatment needs identified by regular assessments 
performed throughout the continuum of care and negotiate adjustments to 
the treatment plans to assure new treatment needs are addressed. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


9. Formulate mutually agreed upon goals, objectives, and treatment methods 
based upon assessment finding of the client’s strengths, weaknesses, needs 
1 and problems for the purpose of directing a course of treatment. 


yes no 

n/a 


2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 
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Domain: ASSESSMENT 

Tasks: 


Requirement 
for my job? 


My CURRENT 
level of ability: 
LOW HIGH 


My DESiRED 
level of ability: 
LOW HIGH 


The best way to | 

improve in this task is: 1 
(circle one only) Q 


10. Select, administer, score aud interpret to clients the results of assessment 
instruments in order to provide accurate, standardized measurements of 
data relating to the clients’ problems. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training 1 

3. on the job | 


1 11. Explain the purpose, rationale and methods associated wth the assessment 
1 process to the client to assure understanding and compliance. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to iaq>rove 1 

2. formal training | 

3. on the job H 

' fl 't* A moi.f n 



Domain: 



Tasks: 



COUNSELLING 



Establish rapport and trust with client, family members and related systems 
by providing a safe environment in order to facilitate self-exploration, 
disclosure, problem solving and interaction 

In the initial counselling session, provide spedfic information to the client 
regarding the structure, expectations and limitations of the counselling 
process in order to promote a trusting relationship; and assist the client in 
deci sion-making regarding the treatment process. 

Assist the client, family members and signiHcant others in identification, 
clarification and expression of feeUngs by teaching, modeUing and 
interacting in order to improve relationships, self-esteem and feeling 
recognition. 

Provide individual therapy, using relevant and current client data with an 
appropriate therapeutic approach to meet the client’s needs, problems, 
strengths and weaknesses to promote a quality recovery process. 

5. Provide family therapy with client and/or significant others within a 
conducive setting to promote individual and system growth. 



Provide group therapy by modeUing, directing and facilitating 
developmental stages within the group in order to promote growth. 



Requirement 

for my job? 



no 



yes 

n/a 



no 



level of ability: 
LOW HIGH 

1 2 3 4 5 



1 2 3 4 5 



level of ability; 
LOW HIGH 

1 2 3 4 5 



12345 12345 



1 2 3 4 5 



12345 12345 



improve in this task is: 
(circle one only) 

1. no need to improve 

2. formal training 

3. on the job 

1. no need to improve 

2. formal training 

3. on the job 



1. no need to improve 

2. formal training 

3. on the job 



1. no need to improve 

2. formal training 

3. on the job 



L no need to improve 

2. formal training 

3. on the job 

1. no need to improve 

2. formal training 

3. on the job 
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DoDiBiDt COUNSELLING 

Tasks: 


Requirement 

for my job? 


My CURRENT 
evel of ability: 
LOW HIGH 


My DESIRED 
level of ability: 
LOW HIGH 


The best way to 1 

improve in this task is: ■ 
(circle one only) Q 


7. Identify group, purpose, rules, goals and membership criteria for group 
members through formal and informal means to facilitate interaction and 
communication. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training H 

3. on the job Q 


8. Assist clients, family members and sigaiGcant others in establishing and 
maintaining new behaviours or changes in behaviour in order to minimize 
relapse through teaching, modelling and other counselhag techniques. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training j 

3. on the job | 


1 9. Intervene in life crisis situations with client or signiGcant others in order to 
1 prevent or cope with that crisis by utilizing needed resources and 

1 identifying and teaching new skills. 


yes DO 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve j 

2. formal training I 

3. on the job D 


10. Provide care and follow-up appropriate to the client’s needs after the 
initial phase is completed utilizing a variety of approaches. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve fl 

2. formal training 

3. on the job 


11. Assess ongoing issues and related progress with clients, famly and ^ 
significant others in order to promote g;rowth through periodic review of 
goals and accomplishments. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job | 


12. Provide current and accurate information and education to client, family 
members and significant others through written materials and other 
educational forums in order to prevent initiation or progression of 
alcoholism and drug dependency. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training I 

3. on the job I 


13. Acknowledge and req;>ect cultural and life-style diversities as they relate to 
emotional, spiritual and physical health with aU cUents, family members 
and significant others to affirm differences through accepting attitudes and 
behavioun^ 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve ■ 

2. formal training 1 

3. on the job | 


14. Assist clients, family, and signiHcant others in the recognition of the role of 
defense mechanisms (especially denial and minimization) through 
confrontation, teaching and eliciting feedback, in order to further the 
recovery process. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve I 

2. formal training 1 

3. on the job 1 


15. Evaluate and assess through case reviews the effectiveness of the chosen 
i g counselling approaches and processes to ensure quality. 


yes DO 

o/a 


1 2 3 4 5 
1 • 


1 2 3 4 5 


1. no need to improve I 

2. formal training I 

3. on the job 1 
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1 Domain: CASE MANAGEMENT 

1 Tasks: 


Requirement 
for my job? 


My CURRENT 
level of ability: 
LOW HIGH 


My DESIRED 
level of ability: 
LOW HIGH 


The best way lo 
improve in this task is: 
(circle one only) 


1 1. Obtain and maintain information about community resources and services 
1 by establishing contact with other service providers in order to evaluate the 

1 appropriateness of referring the client. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


1 2. Match the community resources with client needs in order to improve the 
1 effectiveness of treatment by paying particular attention to cultural and life* 

1 style characteristics of clients. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


3. Verbally explain to the client the necessity for referral in order to ease the 
transition to other service providers. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


4. Demonstrate proficiency in maintaining client record in accordance with 
prescribed standards to ensure thorough documentation. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job g 


5. Consult with supervisors, counsellors, professionals and/or other service 
providers by discussing one’s own case to assure comprehensive, quality care 
for the client. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


6. Present cases to other treatment team members in order to facilitate 
decision making and planning by using a written or oral method. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


7. Assist other treatment team members by providing alternative input on their 
cases in order to develop comprehensive, quality care for the client. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


8. Verbally explain to the client the need for consultation and obtain written 
consent when needed in order to provide quality care. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


9. Provide a program overview to the client by describing goals, objectives, 
rules and obligations in order to agree upon mutual expectations. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


10. Provide education for the client about self-help groups by supplying 
appropriate information in order to encourage participation. 

— 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 
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Domain: CASE MANAGEMENT 

T p.sks: 


Requirement 
for my job? 


My CURRENT 
level of ability: 
LOW HIGH 


My DESIRED 
level of ability: 
LOW HIGH 


The best way to 
improve in this task is: 
(circle one only) 


1 1. Advocate for client’s interests in targeted systems by negotiating plans in 
order to help resolve client’s problems. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


12. Provide information through appropriate contacts with outside agencies in 
order to ensure adequate funding for services provided. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 1 

3. on the job | 


13. Maintain through regular conununicalion a network of community resources 
in order to enhance client’s treatment. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


14. Obtain evaluation through regular consulUtion with supervisors and peers in 
order to assess case management techmques. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 

'T'I.a m ¥ tsrovf f f\ 



Domain: 



EDUCATION 



1. Provide relevant education to the client through formal and informal 
processes to introduce specific knowledge to support the recovery process. 



2 . 



Provide relevant education to family members and significant others through 
formal and informal processes to introduce specific knowledge to help 
support the recovery process. 



3. Provide alcohol and drug education to schools, service clubs, business, 
industry and labour, media representatives, political and community leaders 
and other significant persons to raise awareness and enhance community 

4. Provide drug and alcohol education and information to colleagues and other 
pro'fesslonals via lectures, discussions and meetings to enhance professional 

, ^ exchange of information and ensure conUnnum^f^teJonhe^ 



Requirement 

for my job? 



yes no 
n/a 



yes no 
n/a 



yes no 
n/a 



yes no 

n/a 



level of ability: 
LOW HIGH 



1 2 3 4 5 



1 2 3 4 5 



1 2 3 4 5 



1 2 3 4 5 



level of ability: 
LOW HIGH 



1 2 3 4 5 



1 2 3 4 5 



1 2 3 4 5 



improve in this task is: 
(circle one only) 



1. no need to improve 

2. formal training 

3. on the job 

1. no need to improve 

2. formal training 

3. on the job 



1. no need to improve 

2. formal training 

3. on the job 



1. no need to improve 

2. formal training 

3. on the job 
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Domain: 

PROFESSIONAL RESPONSIBILITV 

Tasks: 


Requiremeat 
!br my job? 


My CURRENT 
evel of ability: 
LOW HIGH 


My DESIRED 
evel of ability: 
LOW HIGH 


The best way to I 

improve in this task is: I 
(circle one only) g 


1. Demonstrate ethical behaviours by adhering to established professional 
codes of ethics in order to nudntain professional standards and safeguard 
the best interests of the client. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training 1 

3. on the job | 


2. Adhere to federal, provincial and agenr^ regulations regarding alcohol and 
other drug abuse treatment by following appropriate procedures to protect 
client rights* 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training I 

3. on the job 1 


3. Interpret and apply information from cunent counselling and alcohol and 
other drug abuse literature to in^trove client care and enhance professional 

flTOWth. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training I 

3. on the job I 


4. Recognize the importance of individual differences by gaining knowMge 
about peraonaUty, cultures, life-styles and other factors mfluencing client 
behaviour in order to provide services that are sensitive to the uniqueness of 
the individual. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 1 

2. formal training 

3. on the job 


5. Develop and utilize a range of options to explore and discuss personal 
feelings and concerns about cUents when these concerns may be interfering 
with the counselling relationship. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


6. Conducl sclf'evaluAlions of professional performance applying; ethical, legal 
and professional sUndards to enhance self-awareness and performance by 
identifying strengths and limitations. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


7. Obtain appropriate continuing professional education by ongoing assessment 
of one’s own training needs in order to promote professional growth. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


8. Assess and participate in regular supervision and consultation sessions to 
facilitate clinical and administrative growth. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


9. Develop and utilize strategies to maintain personal, physical and mental 
health in order to ensure professional effectiveness. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


10. Establish and maintain y>od relations with civic groups, other professionals, 
government entities and the community in general through open 
communication and supportive inwlvemenUo^tfpandoo^ 


yes no 

n/s 


1 i' 3 4 5 
♦ • 


1 2 3 4 5 


1. no need to improve 
1 formal trainini 
3. on the job 
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Domain: 

Tasks: 


Requirement 

for iDoy job? 


My CURRENT 
level of ability: 
LOW HIGH 


My DESIRED 
level of ability: 
LOW HIGH 


The best way to 
improve in this task is: 
(circle one only) 


1. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


2. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


3. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


4. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


5. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


6. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


7. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


8. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


9. 


yes no 

n/a 


1 2 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 


10. 

sr 


yes no 

n/a 


1 3 4 5 


1 2 3 4 5 


1. no need to improve 

2. formal training 

3. on the job 
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PART 3 



1. How important would each of the following be as a 
reason for your taking further training? 



Please circle the most appropriate response, or write your response in the space provided. 

not 

important LOW 

to increase my skills and knowledge 0 12 3 

job advancement 0 12 3 

job mobility 0 12 3 

earn or gain a credential 0 12 3 

reputation of presenters / instructors 0 12 3 

appropriate level of content 0 12 3 

other (please specify) 0 12 3 



2. How important is it for you that training is 

1. for credit 

2. within convenient driving distance 

3. in a classroom / seminar format 

4. in a distance education / correspondence format 

5. in a work setting (ie. clinical supervision) 

6. during normal working hours 

7. outside of normal working hours 

8. other (please specify) 



4. 



3. How important are each of the following as incentives 
for you to take part in training? 

1. time off from work 

courses subsidized or paid for by your employer 
continuing education credits 
credits t jwards a certificate, diploma or degree 
opportunity for promotion 
other (please specify) 



2 . 



5. 



not 

important 



LOW 



HIGH 



Some programs offer the opportunity for students to chaUenge program components if they can demonstrate that they 
have learned some skflls/taiowledge on the job. This is called prior learning assessment (PLA). What is your position 
on prior learning aatestment? 

1. 1 would take advantage of prior learning assessment even if I were required to conqjile an extensive paper / 
portfolio to document my prior learning 

2. 1 would not take advantage of prior learning assessment 

What else would you like to tell us regarding your training needs, and how to meet them? 
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Appendix B 



Summary of Respondents’ Self-Ratings on Job Requirements 



Appendix B gives, by Job category, the questionnaire respondents' seif-ratings on their current 
performance of the roie deiineation study's component tasks. Average self-ratings are given 
only for those tasks which 50% or more of the respondents in the job category indicated were 
a requirement for their jobs. 
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Domain: 



ASSESSMENT 



Current Self-Ratings by Respondent 
Category: 



Tasks: P 


AD 


PS 


HC 


CN 1 


PW 


OF 


0 


1. Using interview techniques, gather relevant information from the 
client in order to obtain current status and history. | 


4.1 


4.0 


4.2 


4.0 1 


4.0 


4.1 


4.1 


2. Gather and evaluate information from sources other than the 
client, utilizing client-consented interviews and/or written reports, 
to validate his/her reports and provide a more complete history. | 
















3. Observe and document psychological, social and physiological I 
signs and symptoms of alcohol and other drug abuse and 
R dependence in the client to make an accurate diagnosis and 

H formulate a treatment plan. 




3.3 




3.5 1 


3.7 


3.5 


3.5 


4. Determine the client’s appropriateness and eligibility for | 

admission or referral to a range of programs by assessing the 
match between the client's needs and program target 
populations and services. 




3.3 




3.3 


3.5 


3.3 


1 


I 5. Request from the client appiopriately signed releases when 
I soliciting from or providing information to outside sources to j 

H protect client confidentiality. 


4.2 


4.0 


4.0 


3.9 


4.5 


4.4 


4.1 


i 6. Recognizing signs and symptoms that indicate a need to refer 
1 the client for additional professional assessment services when 

1 such assessment is outside the areas of the counsellor’s 

1 expertise. 




3.5 




3.7 1 


3.8 


3.7 


3.8 


1 7. Develop a written diagnostic summary based on the results of 
1 separate assessments performed by an alcohol and drug abuse 

i counsellor and/or a multi-disciplinary team including 

1 physical/chemical use/abuse history, psychological, psychiatric, 

1 social, spiritual, recreational, nutritional, educational, vocational 

1 and/or legal information to provide an integrated approach to 

diagnosis and treatment planning. 










3.4 


3.5 




8. Document ongoing treatment needs identified by regular 

assessments performed throughout the continuum of care and 
negotiate adjustments to the treatment plans to assure new 
treatment needs are addressed. 




3.9 












9. Formulate mutueily agreed upon goals, objectives, and treatment 
methods based upon assessment finding of the client’s 
strengths, weakneeses, needs and problems for the purpose of 
directing a course of treatment 


3.6 


4.0 


3.5 


3.6 


3.6 


3.5 


3.6 


10. Select, administer, score and interprs* to clienU the resulU of 
assessment instruments In order to provide accurate, 
standardized measurements of data relating to the clients’ 
problems. 










4.0 






11. Explain the purpose, rationale and methods associated with the 
assessment process to the client to assure understanding and 
compliance. 








4.1 


4.4 
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1 Domain: COUNSELUNQ 


Current Self-Ratings by Respondent 
Category: 


B Tasks: 


AD 


PS 


HC 


CN 


PW 


OF 


O 


1 1. Establish rapport and trust with client, family members and 
related systems by providing a safe environment in order to 
facilitate self-exploration, disclosure, problem solving and 
interaction 


4.1 


3.9 


4.2 


3.9 


3.9 


4.1 


4.0 


2. In the initial counselling session, provide specific information to 
the client regarding the structure, expectations and limitations of 
the counselling process in order to promote a trusting 
relationship; and assist the client in decision-making regarding 
the treatment process. 


4.1 


4.0 


4.2 


4.0 


4.1 


4.1 


4.1 


3. Assist the client, family members and significant others in 

identification, clarification and expression of feelings by teaching, 
modelling and interacting in order to improve relationships, self- 
esteem and feeling recognition. 


3.3 


3.1 


3.3 


3.4 


3.3 


3.3 


3.3 


4. Provide individual therapy, using relevant and current client data 
with an appropriate therapeutic approach to meet the client’s 
needs, problems, strengths and weaknesses to promote a quality 
recovery process. 


3.8 


3.6 


3.8 


3.8 


3.8 * 


3.8 


3.9 


5. Provide family therapy with client and/or significant others within 
a conducive setting to promote individual and system growth. 
















6. Provide group therapy by modelling, directing and facilitating 
developmental stages within the group in order to promote 
growth. 


3.3 


3.3 




3.3 


3.5 


3.2 




7. Identify group, purpose, mies, goals and membership criteria for 
group members through formal and infonnal means to facilitate 
interaction and communication. 
















8. Assist clients, family members and significant others in 
establishing and maintaining new behaviours or changes in 
behaviour in order to minimize relapse tiirough teaching, 

I modelling and other counselling techniques. 


3.4 


3.1 




3.3 




3.4 


3.4 


0. Intervene in life crWa situations with client or significant others in 
n order to prevent or cope with that crisis by utilizing needed 

I resources and kkmtiiying and teaching new skills. 


4.0 


3.9 


4.2 


4.0 


3.9 


4,1 


4.0 


10. Provide care and follow-up appropriate to the client’s ne, s after 
the initial phase Is completed utlllzfcig a variety of approaches. 




s.i 






3.2 






11. Assess ongoing issues and related progress with clients, family 
and significant others in order to promote growth through 
periodic review of goals and accomplishments. 




3.3 






3.6 






12. Provide current and accurate Information and education to client, 
I family members and significant others through written materials 

I and other educational forums In order to prevent Initiation or 

II progression of aioohoiism and drug dependency. 


3.8 


3.1 




3.4 


3.8 


3.6 


3.8 



I 

I 

I 



n 



B 

I 
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1 Domain: COUNSELLING 


Current Seif-Ratings by Respondent 
Category: 


1 Tasks: 


AO 


PS 


HC 


CN 


PW 


OF 


0 


13. Acknowledge and respect cultural and life-style diversities as 
they relate to emotional, spiritual and physical health with all 
clients, family members and significant c^ers to affirm 
differences through accepting attitudes and behaviours. 


4.1 


3.6 


4.2 


3.8 


3.8 


4.2 


4.1 


14. Assist clients, family, and significant others in the recognition of 
the role of defense mechanisms (especially denial and 
minimization) through confrontation, teaching and eliciting 
feedback, in order to further the recovery process. 


4.1 


3.9 


4.2 


4.0 


3.9 


4.1 


4.0 1 


15. Evaluate and assess through case reviews the effectiveness of 
B the chosen counselling approaches and processes to ensure 

1 quality. 


3.2 


3.4 


3.1 


3.5 


3.5 


3.2 


3.5 1 



1 Domain: CASE MANAGEMENT 


Current Self-Ratings by Res^ndent I 

C'ategory: | 


I Tasks: 


AO 


PS 


HC 


CN 


PW 


OF 


0 ] 


B 1 . Obtain and maintain information about community resources 
1 and services by establishing contact with other service 

1 providers in order to evaluate the appropriateness of referring 

1 the client. 


3.4 


3.6 


3.4 


3.5 


3.6 


3.4 


3.6 1 


1 2. Match the community resources with client needs in order to 
S improve the effectiveness of treatment by paying particular 

1 attention to cultural and life-style characteristics of clients. 


3.7 


3.7 




3.6 


3.4 


3.8 


3.6 1 


1 3. Verbally explain to the client the necessity for referral in order to 
B ease the transition to other servics providers. 


3.5 


3.5 


3.6 


3.4 


3.9 


3.4 


3.8 


1 4. Demonstrate proficiency in maintaining client record in 
1 accordanoa with prescribed standards to ensure thorough 

B documentation. 


3.5 


3.4 


3.7 


3.4 


3.5 


3.5 


3.5 


5. Consult with supetvlsonsi, ocurisellon, professionals and/or 
other service providers by dhv.iussing one’s own case to assure 
comprehensive, quaity care for die client 


3.2 


3.1 


3.3 


3.4 


3.0 


3.3 


3.5 


6. Present caseo to odter treatnHMit team meml;>«rs in order to 
faciiiUto dedeiun making ar»d pian.iing by using a wiiUen cr 
oral method. 


8.1 


2.9 


3.1 


3.1 


3.1 


3.1 


3.3 


I 7. Assist other treatment team members by providing aitemativo 

9 Input on their cases In order to develop comprehensive, quality 

II care for the client. 
















1 8. VofbaJiy expl«.ln to the client the need for consultation and 
6 obtain written oonsent when needed in order to provide quality 

1 care. 


3.9 


3.6 




3.9 


3.8 


4.1 


4.0 
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Domain: CASE MANAGEMENT 


Current Self-Ratings by Respondent 
Category: 


Tasks: 


AO 


PS 


HC 


CN 


PW 


OF 


0 


9. Provide a program overview to the client by describing goals, 
objectives, rules and obligations in order to agree upon mutual 
expectations. 


4.0 


4.0 




3.9 


4.1 


3.9 


4.1 


10. Provide education for the client about seif-heip groups by 
supplying appropriate information in order to encourage 
participation. 




4.3 




4.3 


4.1 






1 1 . Advocate for client's interests in targeted systems by 

negotiating plans in order to help resolve dient’s problems. 












3.6 




12. Provide information through appropriate contacts with outside 
agencies in order to ensure adequate funding for services 
provided. 








3.9 








13. Maintain through regular communication a network of 

community resources in order to enhance client's treatment. 


4.0 


3.9 




4.1 


4w0 


4.1 


4.2 


14. Obtain evaluation through regular consultation with supervisors 
B and peers in order to assess case management techniques. 




3.3 




3.3 









1 Domain: EDUCATION 


Current Self-Ratings by Respondent 
Category: 


Tasks: 


AO 


PS 


HC 


CN 


PW 


OF 


0 


1. Provide relevant education to the dient through formal and 
informal processes to introduce specific knowledge to support 
the recovery process. 


3.5 


2.8 




2.8 


2.8 


3.5 


3.5 


1 2. Provide relevant education to family members and significant 
1 others through formal and informal processes to introduce 

1 specific knowledge to help support the recovery process. 




3.1 






3.2 






1 3. Provide alcohd and drug education to schools, service clubs, 
1 business, industry and labour, media representatives, pdRical 

1 and community leaders and other significant persons to raise 

1 awareness and enhance community support 




3.2 




2.9 


3.5 






4. Provide drug and alcohd education and information to 
cdleagues and other profoesiorais via lectures, discussions 
and meetings to enhance proteesional exchange of information 
and ensure continuum of care for the client. 




3.9 




3.6 


3.9 







. ^ 

ERIC 



AO ■ Adminlittritor} PS • PfOflfini iuptivtoor, HC * Htthh Cart Workan ON • Coumailor: PW * PfiVinllon Wortcar; OP • Offica Wortcar; O • Othar 

M 93 



rain 



Domain: 

Tasks: 



PROFESSIONAL RESPONSIBIUTY 



Currant Satf-Ratings by Raspondant 
Catagory: 



1 Demonstrate ethical behaviours by adhering to established 
professional codes of ethics in order to maintain professional 
standards and safeguard the best interests of the client. 

2. Adhere to federal, provincial and agency regulatkms regarding 
alcohol and other drug abuse treatment by following appropnate 
procedur es to protect client rights. 

3. Interpret and apply information from current counseiling and 
alcohol and other drug abuse literature to improve client care 
and enhance professional growth. 

4 Recognize the importance of individual differences by gaining 
knowledge about personality, cultures, life-styles arid other 
factors influencing client behaviour in order to provide services 
that are sensitive to the uniqueness of the Individual. 



4.1 3.7 4.2 3.8 3.8 4.2 



3.5 3.3 1 3.6 3.3 3.7 3.4 



4.1 



3.7 



3.7 



5. Develop and utilize a range of options to explore and discuxis 
personal feelings and concerns about clients when thwe 
concerns may be interfering with the counselling relationship. 

6 Conduct self-evaluations of professional performance applying 
ethical, legal and professional standards to enha^ sel^ 
awareness and performance by identifying strengths and 
iimitations. 

7. Obtain appropriate continuing professional education by ongoing 
assessment of one’s own training needs in order to promote 
professional growth. 

8. Assess and participate in regular supervision and consultation 
sessions to tacllitate clinical and administrative growth. 



9 . Develop and utilize strategies to maintain personal, physical and 
mental health in order to ensure professional effectiveness. 



3,4 3.3 3.5 3.3 3.5 3.4 



3.1 3.0 3.1 3.0 3.0 3.2 



3.2 3.0 3.1 3.0 3.3 3.2 



10. Establish and maintain good relations with civic , 

professionals, government entitles and the community in general 
through open communication and supportivo involvement to 
expand communty resources. 



2.9 2.7 



3.3 3.2 



3.2 2.8 2.7 2.9 



3.5 3.1 3.4 3.2 



3.6 



3.1 



3.3 
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Appendix C 

Component Analysis of Tasks Identified as High Priority Training Needs 



The role delineation study used as a basis for this report breaks each task into both 
knowledge and skill areas. By examining these knowledge/skill breakdowns, it is possible to 
discover some specHIc training areas associated with each of the High priority training needs 
summarized in Table 19. For the purpose of the analysis below, High priority training needs 
identified only by office workers have been deleted. 
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Coun— illng T«»k 3 : Assist the client, family members and significant others in 
identifioition, clarification, and expression of feelings by teaching, modeling and interacting 
in order to Improve reiati^ships, self-esteem and feeling recognition. (High priority for ail 
groups) 



Requires knowledge of: 

1 . ^mily and environmental processes that inhibit or promote expression of feelings. 

2. advantages and disadvantages of awareness and expression of feelings. 

3. a range of feeling words. 

4. assertiveness training. 

5. issues related to boundary setting. 

Requires skill in: 

1 . appropriate expression of feelings. 

2. techniques to assist clients in learning appropriate expression of feelings. 

3. techniques in self-esteem building. 

4. assertiveness. 

5. modeling appropriate boundary setting. 



Counseilinq Task 4 : Provide individual therapy, using relevant and current client data with 
an appropriate therapeutic approach to meet the client's needs, problems, strengths and 
weaknesses to promote a quality recovery process. (High priority for ail groups) 



Requires knowledge of: 

1 . determining therapy approach appropriate to client needs. 

2. various therapy approaches relevant to alcohol and drug abuse counselling 

3. criteria for evaluating alcohol and other drug use, misuse, abuse and dependence. 

4. behaviour, patterns, and progressive stages of alcohol and other drug 
abuse/dependence. 

5. states of intoxication, withdrawal, and long term effects of alcohol and other drug use. 

6. adverse effects of combining various types of psychoactive drugs, including alcohol. 

7. patterns and methods of misuse and abuse of prescribed and over-the-counter 
medications. 

8. potential fc>r cross addiction when psychoactive drugs are taken. 

9. the consequences of the misuse of alcohol and drug dependency on family systems, 
significant others, and the community. 

10. the dynamics of relapse. 

1 1 . interview processes, including objectives, stages, and techniques. 

12. communiMtkMi process. 

13. use of feedback to the client. 

14. methods of providing various forms of reinforcement to the client. 

15. stages of grief and grief resolution. 

16. the utWty of defense mechanisms lor the client and appropriate counselling approaches. 

1 7. counsellor approach to client’s defense mechanisms. 

18. the various nfumlfestations of denial as it relates to the client’s use, misuse, abuse and 
dependence on alcohol and/or other drugs. 

19. the range of self-help fellowship available to the community. 

20. the treatment planning process. 

21 . methods of responding to a client in crisis. 

22. human needs and motivation. 

23. phases of treatment and client responses (i.e., crises, impasses, plateaus, resistance, 
etc.) 




24. a range of productive coping skills and problem solving techniques. 

25. behavkxiral contracting. 

26. cognitive and behavioural changes to support recovery. 

27. transference and countertransference issues. 

Requires skills in: 

1 . identifying and interpreting verbal and non-verbal behaviour. 

2. furthering responses or eliciting information and feedback. 

3. utilizing appropriate seif-disclosure. 

4. analysing data to determine therapy approach. 

5. selecting and providing appropriate therapv ' ^proaches. 

6. therapeutic communication (i.e., reflecting verification, paraphrasing, reframing, 
confrontation, etc.) 

7. observing and responding to unstated feelings. 

8. giving both positive and negative feedback. 

9. focusing on the here and now. 

10. demonstrating acceptance of the Individual while confronting the non-productive 
behaviours. 

1 1 . teaching and modeling problem-solving skills and options. 

12. summarizing and checking for accuracy. . 

13. recognizing and responding to congruency and non-congruency in the therapy process. 

14. detormining relevant task assignments appropriate to different therapeutic stages. 

15. appropriate empathic response. 

16. recognizing client resistance. 

17. differentiating between facts, feelings and impressions. 

18. identiiying inconsistencies in values and behaviour. 

19. exploration of options, attitudes, and new behaviours. 



Counselling Task 6 : Provide group therapy by modeling directing, and facilitating 
developmental stages within the group to promote growth. (High priority for administrators 
and counsellors) 



Requires knowledge of: 

1 . different types of groups, their purposes, functions, and parameters. 

2. varying group leader roles and stylM. 

3. individual behaviour as it impacts on group process. 

4. therapeutic factors in group therapy (universality, altruism, collective family experience). 

5. theories related to group memberahip and rules as related to group purpose. 

6. basic tasks in creation and maintenance of a group. 

7. impact on group factors such as size, frequency, duration, and admission of nsw 
members. 

8. developmental stages of groups. 

9. a variety of group techniques, their purposes, and consequences. 

10. criteria for evaluating alcohol and o^er drug use, misuse, abuse and dependence. 

1 1 . behaviour, patterns, and progressive stages of alcohol and other drug 
abuse/dependence. 

12. states of intoxication, withdrawal, and long term effects of alcohol and other drag use. 

13. adverse effects of combining various types of psychoactive drugs, including alcohol. 

14. patterns and methods of misuse and abuse of prescribed and over-the-counter 
medications. 

15. potential for cross addiction when psychoactive drugs are taken. 
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16. differences found in special populations (e.g., cultural, ethnic, and racial minorities; 
handicapped populations; special populations identified by age, gender, sexual 
orientation, etc.) and how differences affect assessment and response to treatment. 

17. historic and generational influences on alcohol and drug abuse/dependence (i.e., femily 
of origin, ACOA issues, etc.) 

18. consequences of the misuse of alcohol and drug dependency on family systems, 
significant others, and the community. 

19. how peer influence encourages or discourages alcohol and/or other drug use, abuse, or 
dependence. 

20. the normal range of affect. 

21 . the dynamics of relapse. 

22. communication process. 

23. the use of feedback to the client. 

24. methods of providing various forms of reinforcement to the client. 

25. stages of grief and grief resolution. 

26. the utility of defense mechanisms for the client and approprfate counselling approaches. 

27. counsellor approach to client's defense mechanisms. 

28. the various manifestations of denial as it relates to the client’s use, misuse, abuse and 
dependence on alcohol and/or other drugs. 

•V 

Requires skills in; 

1 . preparing the chemically dependent person for group. 

2. dealing with membership problems (turnover, dropeut). 

3. establishing and environment to support trust among group members. 

4. developing cohesiveness among group members. 

5. communicating differences between group therapy and twelve step groups. 

6. utilizing conflict in group for individual and group growth. 

7. dealing with group behaviours such as subgrouping, conflict, and self-disclosure. 

8. culture building in group. 

9. focusing on interaction among group members with attention to the here and now. 

10. making process comments appropriate to the developmental stage of the group. 

1 1 . timing of interventions in interactions. 

1 2. termination of the counselling process with the group or an individual member. 



Counselling Task 18 : Evaluate and assess through case reviews the effectiveness ^ the 
chosen counselling approaches and processes to ensure quality control. (High priority for 
hoalth care workors only) 



Requires knowiedge of. 

1. various therapy approaches relevant to alcohol and other drug abuse counselling. 

2. evahustian techniques to determine therapy effectiveness. 

3. muKMiseipiinary tMun functions. 

4. continuum of care. 

5. referral rationale for group counseliing and individual counselling. 

6. the treatment planning process. 



Requires skills in; 

1 . case review and analysis of client data. 

2. facilitating a multi-disciplinary team process. 



BEST COPY AVAILABLE 
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Cas< M«rwa»m»nt Task 1 : Obtain and maintain information about community resources 
and services by establishing contact with other service providers in order to evaluate the 
appropriateness of referring the client. (High priority for administrators and health care 
wori(ers, medium priority for aJI other groups) 



Requires knowledge of: 

1. skills/services provided by other professionals. 

2. how to network with other professionals. 

3. how to interpret and integrate consultation results. 

4. oral/written communication. 

5. foiiow-up process with referral sources. 

6. differences found in special populations (e.g., cultural, ethnic, and racial minorities; 
handicapped populations; special populations identified by age, gender, sexual 
orientation, etc.) and how differences affect assessment and response to treatment. 

7. the relationship between alcohol and other drug abuse and various cultures, values, and 
lifestyles. 

8. the continuum of care. 

9. services provided within the community and necessary referral information. 

10. the range of self-help fellowship available to the community. 

Requires skills in: 

1 . assessing client’s needs and matching them to outside resources. 

2. networking/interacting with outside resources. 

3. identifying personal and agency limitations. 



Case Management Task S : Consult with supervisors, counsellors, professionals and/or 
other service providers by discussing one’s own case to assure comprehensive, quality 
care for the client. (High priority for administrators, health care workers and prevention 
workers; medium priority for all other groups) 



Requires knowledge of: 

1 . agency’s policies regarding case consultation. 

2. professional scope of practice. 

3. one’s own strengths and limitations. 

4. the importance of soliciting peer input. 

5. legal confidentiality requirements. 

6. professional tenninology. 

7. how to develop and present a comprehensive case Picture. 
Requires skWs in: 

1. making dear, condsa, oral case presentations. 

2. assembling and analysing data fw case consultation. 

3. active ar>d smpathic listoning. 

4. interpreting written reports of other professionals. 

5. observing and responding to feedback from other professionals. 

6. identifying and utilizing sources of supervision and consultation. 
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C«tt» M«nao«mont T««k 6 : Present cases to other treatment team members in order to 
facilitate decision making and planning by using a written or oral method. (High priority for 
administrators, sup&rvisors, health care workers and prevention workers; medium priority for 
counsellors) 



Requires knowledge of. 

1 . how to write/present/develop a case presentation. 

2. professional terminology. 

3. the value of case consultation. 

4. personal/professional strengths and limitations. 

5. the continuum of care. 

Requires skills in: 

1 . presenting cases in a clear, concise nnanner. 

2. writing clear, comprehensive case studies. 

3. evaluating peers’ feedback relative to your own knowledge of the case. 

4. seiecting/adapting treatment approaches to the feedback received from others. 

5. recognizing peers' strengths and limitations. 



Education Task 1 : Provide relevant education to the client through formal and informal 
processes to introduce specific knowledge to support the recovery process. (High priority 
for program supervisors, counsellors and prevention workers) 



Requires knowledge of 

1 . stress management 

2. positive coping skills 

3. criteria for evaluating alcohol and other drug use, misuse, abuse and dependence. 

4. behaviour, patterns, and progressive stages of alcohol and other drug 
abuse/dependence. 

5. states of intoxication, withdrawal, and long term effects of alcof» i other drug use. 

6. adverse effects of combining various types of psychoacth/e drugs, including alcohol. 

7. patterns and methods of misuse and abuse of prescribed and over-the-counter 
medications. 

8. potential for cross addiction when psychoactive drugs are taken. 

9. ti ends in street and designer drugs. 

10. the effects of alcohol and other drug use/abuse on nutrition and proper eating habits. 

1 1 . significance of diagnostic reports from laboratory studies (e.g., blood, urine, saliva, EEG 
tests). 

12. sexually-transmitted diseases and their relation to alcohol and other drug abuM. 

13. difterences found in special populations (e.g., cultural, ethnic, and racial minorities; 
handicapped populatione; spe^l populations identified by age, gender, sexual 
orientatton, etc.) and how differences affect assessment and response to treatment. 

14. htotorie and generational influences on alcohol and drug abuse/dependence (i.e., family 
of origin, ACOA issues, etc.) 

1 5. consequences of the misuse of alcohol and drug dependency on family systems, 
significant others, and the community. 

18. how peer influence encourages or discourages alcohol and/or other drug use, abuse, or 
dependence. 

17. the relationship between alcohol and other dmg abuse and various cultures, values, and 
lifestyles. 

18. the effects of the psychoactive drugs on affective states. 
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19. the relationship between alcohol and other drug use, abuse, and dependence and 
sexual function. 

20. addiction substitution. 

21. correlation between alcohol and other drug abuse/dependence and specific mental 
disorders such as mood disorders, anxiety disorders, and schizophrenia. 

22. correlation between alcohol and other drug abuse/dopendency and childhood trauma, 
including physical, emotional, and sexual abuse. 

23. signs and symptoms of mental and personality disorders and implications for treatment 
and referral. 

24. the normal range of affect. 

25. signs, symptoms, and patterns of domestic violence. 

26. sexual dysfunctions, including compulsive sexual behaviours. 

27. risk factors that relate to potential suicide, homicide, family violence, seif injury, and 
other violent and aggressive behaviours. 

28. the dynamics of relapse. 

29. expected rates of progress in recovery. 

30. communication process. 

31 . the use of feedback to the client. 

32. stages of grief and grief resolution. 

33. the various manifestations of denial as it relates to the client’s use, misuse, abuse, jmd 
dependence on alcohol and/or other drugs. 

34. the continuum of care. 

35. services provided within the community and necessary referral information. 

36. the range of self*help fellowship available to the community. 

37. the stages of human development. 

38. human needs and motivation 

39. family systems. 

40. the services available to clients in the areas of child care and parenting, especially as 
they affect access to treatment and other services. 

41 . requirements regarding the mandatory reporting of child abuse. 

42. federal, provincial, and local laws related to alcohol and drug use, possession, 
distribution, and behaviour. 

Requires skills in: 

1. reading and interpreting professional litoraturo. 

2. organizing information. 

3. time management. 

4. oral and written presentation of information. 

5. convoying respect tor cultural and lifestyle diversity. 

6. mediating conflict. 

7. obtaining, organizing, and analysing feedback. 

8. explaining the rationale for decisions affecting confidentiality. 

9. explaining the role and purpose of education in the treatment process. 



Education Task 2 : Provide relevant education to fomily members and significant others 
through formal and informal processes to introduce specific knowledge to help support the 
recovery process. (High priority tor pnvwtion workers) 



Requires knowledge of: 

1 . positive coping skills. 

2. criteria for evaluating alcohol and other drug use, misuse, abuse and dependence. 
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3. behaviour, patterrts, and progressive stages of alcohol and other drug 
abuse/dependence. 

4. states of intoxication, vi/ithdrawal, and long term effects of alcohol and other drug use. 

5. adverse effects of combining various types of psychoactive drugs, including alcohol. 

6. patterns and methods of misuse and abuse of prescribed and over-the-counter 
medications. 

7. potential for cross addiction when psychoactive drugs are taken. 

8. trends in street and designer drugs. 

9. the effects of alcohol and other drug use/abuse on nutrition and proper eating habits. 

10. significance of diagnostic reports from laboratory studies (e.g., blood, urine, saliva, EEG 
tests). 

11. sexually-transmitted diseases and their relation to alcohol ari>;: other drug abuse. 

12. differences found in special populations (e.g., cultural, ethnic, and racial minoritiee; 
handicapped populations; special populations identified by age, gender, sexual 
orientation, etc.) and how differences affect assessment and response to treatment. 

13. historic and generational influences on alcohol and drug abuse/dependence (i.e., family 
of origin, ACOA issues, etc.) 

14. consequences of the misuse of alcohol and drug dependency on fetmily systems, 
significant others, and the community. 

15. how peer influence encourages or discourages alcohol and/or other drug use, abuse, w 
dependence. 

16. the relationship between aicohol and other drug abuse and various cultures, values, and 
lif^tyles. 

17. the effects of the psychoactive drugs on affective states. 

18. the relationship between alcohol and other drug use, abuse, and dependence and 
sexual function. 

19. addiction substitution. 

20. correlation between alcohol and other drug abuse/dependence and specific mental 
disorders such as mood disorders, anxiety disorders, and schizophrenia. 

21 . correlation between alcohol and other drug abuse/dependency and childhood trauma, 
including physical, emotional, and sexual abuse. 

22. signs and symptoms of mental and personality disorders and implications for treatment 
and referral. 

23. the normal range of affect. 

24. signs, symptoms, and patterns of domestic violence. 

25. sexual ^sfunctions, including compulsive sexual behaviours. 

28. risk factors that relate to potential suicido, homicido, family violence, self injury, and 
other violent and aggressive behaviours. 

27. the dynamics of relapse. 

28. expected rates of progress in recovery. 

29. communication process. 

30. the use of feedback to the client. 

31 . stages of grief and grief resolution. 

32. the continuum of care. 

33. senricee provided within the community and necessary referral information. 

34. the range of sel^help fellowship available to the community. 

35. the stages of human development. 

38. human needs and motivation 

37. family systems. 

38. the services available to clients in the areas of child nre and parenting, especially as 
they affect access to treatment and other sery^ces. 

39. requiremento regarding the mandatory reporting of child abuse. 

40. federal, provincial, and local laws related to alcohol and drug use, possessio i, 
distribution, and behaviour. 
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Requires skills in: 

1. reading and interpreting professionai literature. 

2. organizing information. 

3. time nvinagement. 

4. oral and written presentation of information. 

5. conveying respect for cultural and lifestyle diversity. 

6. mediating conflict. 

7. obtaining, organizing, and analysing feedback. 

8. explaining the rationale for decisions affecting confidentiality. 

9. explaining the role and purpose of education in the treatment process. 



Edueatton Task 3 : Provide alcohol and drug education to schools, servico clubs, business, 
industry and labour, media representatives, political and community leaders, and other 
significant persons to raise awareness and enhance community support. (High priority for 
courtselloTS) 



Requires knowledge of: 

1 . community resources in alcohol and drug abuse treatment. 

2. the affects of addiction on society and the family. 

3. chemical dependency problems in he community. 

4. critorla for evaluating alcohol and other drug use, misuse, abuse and dependence. 

5. behaviour, patterns, and progressive stages of alcohol and other drug 
abuse/dependence. 

6. states of intoxication, v^drawal, and long term effects of alcohol and other drug use. 

7. adverse effects of combining various types of psychoactive drugs, including alcohol. 

8. patterns and methods of misuse and abuse of prescribed and over-the-counter 
medications. 

9. potential tor cross addiction when psyehoactive drugs are taken. 

10. trends in street and designer drugs. 

1 1 . effects of blood alcohol content (BAG) on behaviour and state of arousal. 

12. legal limits on blood alcohol content (BAG). 

13. the effects of alcohol and other drug use/abuse on nutrition and proper eating tebits. 

14. significance of diagnostic reports from laboratory studies (e.g., blood, urine, saliva, EEG 
tests). 

15. sexually-transmitted diseases and their relation to alcohol and other drug abuse. 

16. differences found in special populations (e.g., cultural, ethnic, and racial minorities; 
handicapped populations; spe^l populations Wentlftod by age, gender, sexual 
orientation, etc.) and haw diftarences affect assessment and response t satment 

17. historic and generational kifluences on alcohol and drug abuse/dependsmice (i.e., family 
of origin, ACOA issuee, etc.) 

18. consequences of the misuse of alcohol and drug dependency on family systems, 
signMcant others, and the community. 

19. how peer influence uneourages or discourages alcohol and/or other drug use, abuse, or 
depe^ence. 

20. the relationship between alcohol and other drug abuse and various cultures, values, and 
lifestyles. 

21. the effects of the psychoactive drugs on affective states. 

22. the relationship between alcohol and other drug use, abuse, and dependence and 
sexual function. 

23. addiction substitution. 

24. correlation between alcohol and other drug abuse/dependence and specific mental 
disorders such as mood disorders, anxiety disorders, and schizophrenia. 
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25. cofrsiation betwoan alcohol and other drug abuse/dependency and childhood trauma, 
including physical, emotiorval, and sexual abuse. 

26. signs and symptoms of mental and personality disorders and implications for treatment 
and referral. 

27. the normal range of affect. 

28. the dynamics of relapse. 

29. expected rates of progress in recovery. 

30. communication process. 

31. the various manifestations of denial as it relates to the client's use, misuse, abuse, and 
dependence on alcohol and/or other drugs. 

32. the continuum of care. 

33. services provided within the community ar'>d necessary referral infonnation. 

34. the range of self-help f^lowship available to the community. 

35. the stages of human development. 

36. human needs and motivation 

37. family systems. 

38. the services available to clients In the areas of child care and parenting, especially as 
they affect access to treatment and other services. 

39. requirements regarding the mandatory reporting of child abuse. 

40. federal, provinc'tal, and local laws related to alcohol and drug use, possession, . 
distribution, and behaviour. 

Requires skills in: 

1 . reading and interpreting professional literature. 

2. organizing information. 

3. time management. 

4. oral and written presentation of information. 

5. conveying resp^ for cultural and lifestyle diversity. 

6. med»ting conflict. 

7. obtaining, organizing, and analysing feedback. 

8. explaining the rationale for decisions affecting confiOentlaiity. 

9. explaining the role and purpose of education in the treatment procMS. 



Profeaalonai Reaponalbllltv Taak 6 : Conduct self-evaluations of professional performance 
applying ethical, legal and professional standards to enhance self-awareness and 
performance by Wentiiying strengths and weaknesses. (High priority for administrators, 
health care workers, counsellors, and prevention workers; medium priority for program 
supervisors) 



Requires knowledge of: 

1 . the importance of self-evaluation. 

2. one’s personal strengths and limitations. 

3. ons's profsssionsi strsngths and limitations. 

4. intrapsrsonal dynamics. 

5. Isgai issues and lelatsd professional standards. 

6. ethical standards which apply to slcohd/drug abuse counselling. 

7. professional standards which apply to alcohd/drug abuse counselling. 

8. the consequences of disregarding proper profc/ssional standards. 

9. self-evaluation techniques. 

10. regulatory guidelines and restrictions relating to alcoholism/drug treatment and 
counselling. 
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Requiros skills in: 

1. devoioping professiona! goals and objectives. 

2. interpreting and applying ethical, legal, and professional standards. 

3. recognizing personal strengths and limitations. 

4. utilizing setf-assessment for persona! and professional growth. 

5. eliciting and utilizing feedback from colleagues and supervisors. 



Professional ResponaibHItv Taste 8 : Assess and participate in regular supervision and 
consultation sessions to focllitate clinical and administrative growth. (High priority for all 
groups) 



Requires knowledge of. 

1 . the importance of regular assessment of professional skills and development. 

2. clinical supervision models. 

3. the value of consultation to enhance personal and professional growth. 

4. strengths and limitations of one’s own work setting. 

5. how to present client eases to supervisor or other professionals. 

6. how to identiiy needs for clinical or technical assistance. 

7. interpersonal dynamics and needs. 

Requires skills in: 

1 . identifying one’s own professional progress and limitations. 

2. openly communicating need for assistance. 

3. organizing client information for presentation to others. 

4. focusing on current, relevant issues. 

5. accepting both constructive criticism and positive feedback. 

6. soliciting feedback from others. 
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REPORT OF FOCUS GROUP 



OCTOBER 28,1993 



submitted by 
Consultant Facilitators 

ADRIENNE BURK 



ANDREA KASTNER 



ADP Focus Group, pg . 1 



I. BACKGROUND AND INTRQDUCELQN 

This report summarizes discussion and information gathered from selected 
supervisors and administrators working in various Alcohol and Drug services 
programs in B.C. These participants, hereinafter referred to as the "Focus Group' 
met between 2:45-5:00 PM Thursday, October 28, 1993, immediately following a 
meeting of the full Advisory Committee Project. The team managing the entire 
Project had invited to the Focus Group those on the Advisory Committee "who are 
supervisors, who have worked in a supervisory capacity, or who believe they can 
react from a supervisor's point of view." The Project team indicated to participants 
and to external facilitators enlisted for this meeting that the purpose of this 
discussion was "for supervisors on the Committee and those who have input to 
give [to determine] what supervisors think are the minimum requirements to work 
in each [of several treatment] setting[s]." This information was intended to augment 
data, gathered through a mailed questionnaire, on workers' own views about 
qualifications needed to do their work. 

The external facilitators understood that the goal of the overall Advisory 
Committee Project was to conduct a training needs analysis based on the actual 
practice and realities of the Held of Alcohol and Drug abuse prevention and 
treatment. As such, we elected to use methods designed to eidiance discussion, and, 
especially, to ground comments in the realities of each of the physical settings for 
which participants were trying to determine minimum specific educational 
requirements. 

Given the proximity of the full Project Advisory Committee meeting and this 
more in-depth Focus Group, the facilitators elected to employ very deUberately 
different and somewhat unusual methods to underscore the change in intentions 
for the Focus Group. The first of these included a specific "role switch" for 
participants which the facilitators sought to make explicit before beginning the 
substantive discussions. Participants were asked shift from "official viewpoints" to 
more "looking with insight" in their comments. 
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ADP Focus Group, pg . 7 



In addition, the facilitators elected to 
use a highly visual method of 
facilitation, in which participants’ 
actual words, imagery, and sense of 
emphasis is publicly recorded on large 
sheets of paper. This method allows 
participants immediate access to add 
to or edit interpretations of their 
words. It also encovirages participants 
to view their knowledge within a 
larger "picture" or structure of 
perspectives. This, in him, facilitates a 
more comprehensive, yet still focused 
understanding of a complex task. This 
fadlitative technique, known as 
"graphic facilitation" involves some 
prepared charts as well. For this Focus 
Group, these included those shown at 
the right, as well as one outlining the 
explicit purpose of the Focus Group, 
and an Agenda specifying steps 
towards achieving that purpose. 

The facilitators felt it imperative, first, to remind participants that the most 
meaningful discussion of qualifications would come from within a strongly 
associative sense of actual practice settings. As such, the facilitators pre-prepar^ 
some charts of each of four settings. These were introduced sequentially, and filled 
in from the actual detailed discussions generated by participants concerning the 
current and possible future conditions of actual practice in that setting. After these 
were complete, the partidpanls insisted on indusion of at least two other types of 
service in order to meaningfully represent current provision in the field. Following 
these discussions, the facilitators proceeded with the second task of the meeting: 
identifying specific minimum requirements for qualifications for each of several 
types of workers to work effectively within these six settings. Several lists of 
qualifications emerged, which are delineated below. 

The format of this report follows dosely the actual Focus Group. First, there 
appears the detailed descriptions of the sbc settings; second, there follows a sugary 
of minimum educational requirements to work within the jobs and settings listed; 
and finally, there are several facilitators' observations resulting from the meeting. 

A final introductory note: present for the Focus Group were: (Partidpants) 
Juanita Arthur, Brian Butcher, Helen DeGroot, Bill Downie, Carol-Ann Dwyer, 
Elaine Hooper, Charlotte Mallory, Eleanor May, Sherry Mumford, and Don Potkins; 
(Project Team) Debi Black, Marg Penney, Inga Thomson, and Gloria Wolfson; 
(External Facilitators) Adrienne Burk and Andreu Kastner. ^ g 




"Offidal Viewpoint" 

" responsible to constituency 
* must stay within role 
" expected to convince, not discuss 




"Looking With Insight" 

" based on personal experiences 
* drawn from "seasoned" practice 
" sharing deeper understanding 
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II. ^SNAPSHOTS" OF SERVICE PROVISION 

Four types of service settings had been identified by the Project Team. On the 
basis of this information, the facilitators represented them on a "map". The two 
additional service settings later included by the participants also appear: 




The facilitators asked two key questions to generate roughly equivalent "snapshot" 
displays of service provision within each setting: 



1) What kinds of clients use this type of service? Any key characteristics? 

2) What specific services does this setting offer? 

As in keeping with the guidelines of graphic facilitation, the exact phrases, imagery, 
and comments used by the participants appear below. Where abbreviations or 
contexts are known, they have be^ spell^ out. 

1. PREVENTION 

Clients: seniors, students, staffs, parents, other professionals. Prevention workers 
make a point of going to clients. 

Services; • Pregnancy Outreach 

• Education (e.g. Life Skills, Self-Esteem, Making Choices, and 
Substance Information) Note: prevention programs may be set in 
elementary schools. 

• rminjMiling in Schools (peer counselors, services for kids whose 
parents are abusers) 

• Conununity Development (e.g. "Coimterattack", encouraging 
community responsibility, liaising with others, e.g. S.P.O.'s, Financial , 
Assistance Workers, Police, Public Health, Mental Health, and Ministry 
of Social Service.) 
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2. DETOX 

Clients: generally adults (19+; most aged between 25-45); mostly physically 
debilitated; many with legal problems; members of all socio-economic and cultural 
categories; increasingly, women; many multi-service users, many with multiple 
drug addiction (O.T.C., prescriptions, cocaine, valium, marijuana, alcohol, codeine) 
and multiple problems, including sexual and psychiatric abuse. Clients must be 
referred- not "anyone who snows up at the door". 

Services: There are centres for both voluntary and involimtary clients; there can be 
medical, non-medical, and psychiatric referrals. Length of stay varies between three 
hours and a few weeks, but averages 5 (five) days. Regardless of these variables, the 
stages of detoxification always begin with an attempt at stabilization and crisis 
management. Next follows a period designed to give the client safety, structure, and 
information, including an orientation to treatment, an assessment and referral, an 
introduction to 12-step programs and other types of support, and preparation _and 
implementation of an individualized treatment plan. 

3. RESIDENTIAL 

Clients: generally adults (19+) falling within the ADP criteria, needing to be de- 
toxed, must be referred (from ADP, Dr.'s, Case Managers, Employee Assistance 
Programs, prison); there are significant differences between various centres- some 
are only single gender, some co-ed, some for families, or aboriginals, or only youth, 
etc. They are "philosophy driven" and cater to specialized populations. 

Services: These centres structure services based upon an understanding that clients 
live within an entire pattern of abuse; therefore, treatment is generally holistic by 
design, involving physical safety, a substance-free environment, a healthy life-style, 
good food, and intensive group therapy. Stays are limited to 4-6 weeks. Centres 
strive to match clients with appropriate programs, and cater to physical, emotional, 
mental, and spiritual needs. Note: These sites tend to be concentrated in urban, 
rather than rural areas. 

4. OUTPATIENT 

Clients: open to "everybody", but in practice, generally focused on English speaking 
adults (22+). These centres see their clients as "the community", and target about a 
third of their efforts towards prevention. They see a need for more outpatient 
services for youth (6-19) and young adults (19-22). 

Services: • Counseling - This practice is targeted to the "substance affected", 

including substance abusers, "misusers", "co-laterals", "co- 
dependents", "adult children" of abusers, and seekers of free 
counseling services. Specific counseling is matched to clients, e.g. 
families, individuals, groups, couples, youth, or seniors. 

• Assessment and Referral 



• Prevention Education 
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5. OUTREACH WORKER 

Clients: Always very high-risk, multi-agency users, crisis driven, often IV drug 
users. Fetal Alcohol Syndrome, transient and unconnected with family or 
community, often du^ diagnosis, revealing multiple needs and multiple abuse 
patterns. These people are not functioning well enough for supportive recovery 
environment. Outreach workers go to them, wherever they may be. 

Services: • Offer Direction, Support. Assessment. Referral 

• Teach Survival Skills 

• Distribute Condoms /Needles and Emergency Help 

• Train Other Professionals 

• Create Linkage (to family, recreation, healthy alternatives) 

Outreach workers are described as creative, tolerant, mobile, 
courageous, flexible, multiply-talented, and not "suit or tie types." They 
may 1^ ex-users thentselves, but regardless, they operate with a near 
"missionary" level of commitment. They have enormous credibility, 
with the clients, and the police and other ADP agencies' personnel. 



6. SUPPORTIVE RECOVERY 

Clients: Usually de-toxed (at least ttuough acute phase), P.A.W.s, unemployed 
adults without identified support, often from the street addictive community. These 
clients have addiction problems as opposed to mental ones. They are admitted to 
gender-specific centres. In some cases clients must be connected to outpatient clinics. 

Services: • Halfway between Detox and Residential 

• 12-Step/ Philosophical Base 

These are variable services within ADP. Some of these centres are also 
funded by The Ministry of Social Services for specific, individual 
clients, but many are not. Some are designed as long-term 
environments (3^ months), but others have a maximum 30 day stay. 
Often, these centres are nm by a skeleton, underpaid staff of ex-users. 
(The Peat Marwick study mentioned by Don contains detailed 
information of these centres.) 
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III . DISCUSSION OF OUALinCATIONS 

Animated discussion led to consensus among attendees of the following specific 
minimum requirements for particular jobs/particular settings; 

Prevention Workers 

* 4 year BA 

* Understanding of how to structure education programs 

NB: The reality is that these workers often have less formal educational 
qualifications than others within ADP. 



Counselors (in residential, outpatient, detox, and supportive-recovery centres) 

* In-depth framework for understanding substance abuse (including conceptual, 

physical, psychological, and social contexts) 

* BA in social science, with extensive experience (5-7 yrs.) in field OR 

MA in social science with 2-5 yrs. in counseling in addictions within a mental 

health setting 

* Generic counseling skills 

* Appreciation of current abuse crisis ("not as a 'moral issue'- as a real one") 

* Understanding of how tc structure education programs 

NB: In Residential Centres, these workers need SOFA and CPR training 

In Supportive-Recovery Centres, there is much greater openness to 
educational "equivalencies". Equivalent qualifications can include such 
exp>erience as 2 years of being in recovery, 1 year work experience in other 
residential settings, a Licensed Practical Nurse or a 1-2 year social service 
certificate, or 2 years in some kind of "addiction and support" environment. 
Generally, it was accepted agencies could train individuals "in the substance 
field" if they possessed other relevant knowledge and experience . 



Health Carp Workers (in detox and residential settings) 

Although the Focus Group did not explicitly consider specific minimum 
requirements for these positions, in general discussion, the group indicated 
that the type of training and experience mentioned regarding equivalencies 
within Supportive Recovery Centres would be appropriate to Health Care 
Workers as well. (See NB under Counselors, Supportive Recovery Centres). 
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Administrators 

* In-depth framework for understanding substance abuse 

* BA or MA as listed tmder "counselors". NB: Would consider MBA, MPA, MPH 
ONLY IF candidate also had clinical supervision and Human Services experience. 

* Generic counseling skills; should have done counseling or prevention work 

* Training in clinical supervision, team management, and organizational skills. 

* Experience in working with a board, working with community (defined as ADP 

community, geographical community, and other services community), working 
with program design and evaluation, and working with funding agencies, including 
ministries . 

* Experience in Labor Relations 

* Public speaking skills; excellent verbal and written communication skills 
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IV. FAQLITATQRS* OBSERVATIQNS 

There were several points in discussion which, on reflection, may indicate 
points where further clarification is crucial to the development of a meaningful and 
appropriate curriculum. Additionally, there are indications .'fom the "gpraphic 
minutes" where either the participants assumed or at least did not explicitiy 
consider aspects of certain kinds of educational training. It is therefore our strong 
recommendation that the Project Team address the points listed below, as to the 
implications they hold for emerging "minimum specific requirements" for ail the 
types of settings and job definitions considered. 

Firstly, the facilitators note that in the discussions around formal education 
requirements, participants were not able to investigate assumptions about the 
precise content of formal education programs such as Bachelors and Masters 
programs identified by participants as minimum requirements. What do 
supervisors and administrators know about existing curricula of these programs and 
exactly how courses do (or do not) appropriately prepare workers for the fidd? What 
is their basis for supporting the identified formal qualifications? The graphic 
minutes show no mention, for instance, of the particular Bachelors of Social Work, 
even though that degree requires counseling, social problem theory, and practice, 
whereas other BA's do not. Is this simply an oversight, or an assumption? 

Secondly, the facilitators note that the exploratory discussion of two 
additional, previously unidentified settings as critically important elem^ts wthin 
the ADP field seriously jammed an already very tight agenda. The resulting toe 
restraints limited the facilitators in developing a deeper exploration of participants 
views about a "values and attitudes" dimension of qualifications for practice in the 
ADP field. This omission is significant; paxtidpants repeatedly refewed obliquely to 
just such a dimension, and it cannot be assumed that course v/ork in all BA or MA 
programs or experience in the field necessarily develops this dimension. Neither 
can the Project Team hope it will be darified by the findings of the Dacum-type task 
inventories. 

Thirdly, it was dear from the discussion that the actual shape of the ADP field 
is due to change dramatiadly, in terms of the types of services provided, ADP's 
criteria for clients, and the funding of various types of services and institutions. 
Although this aspect was not originally induded in the scope of the Focus Group 
agenda, in the meeting it became dear that such change will aff^ both training for, 
and operating realities in, both administrative and clinical capadties. Again, any 
meaningfljd, standardized cumculuin should attend to these impending changes. 

The fourth observation parallels this administrative change with changes in 
the service populations. Among the Focus Group partidpants, there seemed to be a 
consensus that the actual client group itself is changing. They mentioned an 
increase in the number of women clients, and a huge inddence of multi-agency, 
multiple abuse, and dual diagnosis clients. Partidpants also shared their sense that 
the field already is inadequately addressing the needs of non-ambulatory and non- 
English speaking clients, even as cultural sensitivity is seen as increasingly 
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important in treatmait As facilitators, we encourage an orientation that 
emphasizes knowledge of cultures and culturally sensitive skills for all workers in 
the field, rather than solely the recruitment of minority culture or physically 
disabled workers into the field. Again, if such an orientation is shared by 
practitioners, it may have significant impact upon the "minimum specific 
requirements" for effective work in the ADP field. 

Finally, as the clients are increasingly presenting dual diagnosis ai d HIV+ 
status, there are immediate and important implications for the experience and 
training required to address clients' treatment needs. Case management may soon 
alter from a handful of professionals discussing a client, to three to four times that 
number of professional viewpoints and recommendations. Clearly, cliiucal 
supervision and relationships between agencies will be affected. For HIV+ clients, 
the paradigm of treatment is radically different, and will necessarily involve 
extensive familiarity with death and dying issues. Many practitioners shared with us 
before and after the meeting that this experience is simply not part of the rep^oire 
of skills and training even within the general "framework" of addiction identified 
during the meeting. Also, it is not currently a featured part of training in counseling 
skills. Some speculated that, for this reaison, the "outreach workers" they identified 
during the meeting are in fact, the ones doing the most credible and meaningful 
substance abuse work at this time ("real practice in the real world"). Clearly, this 
observation warrants more exploration. 

In summary, we feel that the Focus Group discussions referenced here 
produced rich descriptions, animated discussion, and vivid evocation of the real 
practice of the ADP field. Even given the difficulties of limited time, the facilitators 
believe that the initial technique of "grounding" participants in the roles of 
"seasoned practitioners" within a variety of settings allowed the ensuing discussions 
to yield genuine substance and important detail. The considerations mentioned in 
this final section, if addressed in an equally substantive and exploratory way in the 
Project Team's continuing work with the Project, will, we are sure, lend genuine 
value and impressive reality to any overall recommendations for curriculum and 
training for effective workers with^ the ADP field. 



lie 




